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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative?* and gram-positive?*!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 


or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Tbanez, F: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,+1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway, "W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 
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EFFICACY 


IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


ANTIBIOTIC D 53% 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


100 


. 
| 
5 *Adapted from Ditmore and Lind.’ Organisms tested were isolated from stools of 48 patients. 
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.-. use the new transisterized Sanborn Model 300 Visette 
electrocardiograph for 15 days ... without cost or obligation 


The more-than-usual interest shown by doctors in the new Sanborn Model 300 
Visette electrocardiograph is understandable: the Visette is the only instru- 
ment in history to provide clinical accuracy in such a small, lightweight form. 
And because it is so new, Sanborn Company expects that you, like many 
doctors, may want to “know more about it’’ before making a definite decision 
to buy a Visette for your own practice. You have that opportunity, by taking 
advantage of the Sanborn Company exclusive — and long-practiced — 
15-day Trial Plan. 

In this way, doctor, you can use a new Visette in your office, on house and 
hospital calls, wherever you wish a ‘cardiogram to be run — just as your 
practice actually demands. You have two weeks to thoroughly acquaint 
yourself with every feature of Visette operation and performance — to let 
the Visette prove itself in actual use. If you like, you can send Sanborn 
Company a specimen record made on your Visette, should any technical 
questions arise concering the instrument’s use. 

Sanborn Company believes this is the best way — by proof in practice — 
to convey the true value of the Visette’s compactness, complete portability 
and fine-instrument accuracy of performance. Take the 15 days, doctor — 
simply address “Inquiry Director, Medical Division” for full details of the 
No-Obligation Trial Plan. 


The Model 51 Viso-Cardiette electrocardiograph — long a 
familiar instrument in heart practices throughout the world 
— is available as always, for those who prefer a larger, 
heavier instrument. Price $785 del. 


SANBORN COMPANY 
MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass. 


Betuespa Branch Office 4924 Del Ray Ave. 


Oliver 6-5170 and 6-5171 
RicHMonD Resident Representative 301 E. Franklin St., Milton 9-1108 
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Time saving, easy-to-use. 
Invaluable for desiccation, 
fulguration or bi-active coagulation. 
Unrivalled for removal of surface 
and other growths with 

excelient cosmetic results. 


BIRTCHER 
HYFRECATOR 


A HYFRECATOR in every office * Many physicians now have 
HYFRECATORS in every examining and treatment room to save time 
and inconvenience for their patients. This time-proven method for the 
removal of moles, warts and other growths is used so frequently in the 
average practice, it’s impractical not to have several HYFRECATORS! 


FREE 32-PAGE BOOKLET SYMPOSIUM 
ON ELECTRO-DESICCATION AND BI- 
ACTIVE COAGULATION and full color 
booklet with color progress pho- 
tographs of technics and results 
sent on request without obligation. 


General Practice 


Physicians in virtually every 
field find the HYFRECATOR 
an invaluable instrument. 


THE BIRTCHER CORPORATION 
Dept. VM-258 
4371 Valley Blvd., Los Angeles 32, Calif. 
Send me the 2 booklets on HYFRECATION 


THE 
BIRTCHER 
CORPORATION 
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q (FLMTAB™ 
: STEARATE (Erythromycin Stearate, Abbott) 


Indications 


, ERYTHROCIN is indicated in treat- 
against staph-, 
str ep- an d ing by staphy- 
pneumococci lococci, streptococci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 
Dosage 
Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 
Supplied 
In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ee. bottles. Each 5-ce. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®@Fiimtab—Film -sealed tablets, Abbott; pat. applied for. 
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REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You'll find ERYTHROCIN is highly effective against the majority of coceal infec- 


tions and may also be used to counteract complications from er 
severe viral attacks. It comes in Fi/mtabs and in Oral Suspension. bbott 
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Indications 
for those Against all penicillin-sensitive 
penicillin-sensitive organisms. For prophylaxis and 
organisms treatment of complications in 


viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 
Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 
Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-ce. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


units/cc. 16 


Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 


Uncoated Potassium Penicillin V 


Buffered Potassium Penicillin G 


Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at % hour, and at 1 hour. 


Hours 1 2 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored er ( 
suspension. It’s ready-mixed — stays stable for at least 18 months. tt 
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Spontin 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 


and when reports have indicated its effectiveness 
coccal infections against a wide range of staphylococcal, 
hospitalize streptococcal and pneumococcal infec- 
. tions. It can be considered a drug of 

the patient 


choice for the immediate treatment of 


serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg. Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg. Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 


SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases where the patients were given little chance of survival. 


During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 


organisms had become resistant to present-day therapy. And, just as important, 


were the good results found against a wide range of gram-positive coccal infections. 


Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 


using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 


any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 


i successful short-term therapy for acute or subacute endocarditis 


2 new antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coceal strains 


3 antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 


4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life dd 
of one of your patients—does your hospital have it stocked? bGett 
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In a recent controlled study,* Phenaphen 

was found more effective than a standard aspirin- 
phenacetin-caffeine formula for relief of 
moderate to severe pain... with total freedom 
from side effects and from any tendency 

to induce drowsiness, 


‘Murray, R. J.: N. State Ji, Med. 5371867, 1963. 


Each PHENAPHEN capsule contains — 
Acetylsalicylic Acid (2% gr.) . 62mg. 
Phenacetin Sgr) 
Phenobarbital (34 gr.) ..... 162mg. 
Hyoscyamine Sulfate ...... 003i meg. 


Also available ~ 


PHENAPHEN with CODEINE PHOSPHATE % GR. 
Phenaphen No. 


PHENAPHEN with CODEINE PHOSPHATE % Gr. 4 
Phenaphen No. 
PHENAPHEN with CODEINE 1 OR. 
Phenaphen No. 4 


H ROBINS CO HA'AIOND 20 VA 
Ethical Pharmaceuticals of Merit since 1878 i 
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compound unexcelled 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


PFizER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
Brooklyn 6, N. Y. 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, giucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 
some cases this effect was more than double. 


2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


ACY 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 


*Trademarh 
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links 
freedom from 


anginal attacks with a shelter of 


tranquility 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 
angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 
eniers your office—won't you consider new 
be: CARTRAX? This doubly effective therapy combines 
% PEIN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 
Thus CARTRAX relieves not only the anginal pain 
9 but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CARTRAX “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “caRTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use PETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”! 


New York 17, New York 1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. . 
Division, Chas. Pfizer & Co., Inc. * TRADEMARK 
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 . The Achievement of 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 


major deterrents to all previous steroid therapy 


: 
- 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 


(averages V3 less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


@ No sodium or water retention 
@ No potassium loss 
Q No interference with psychic equilibrium 


@ Lower incidence of peptic ulcer and osteoporosis 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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HASAMAL 


a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 


those cases where mild sedation is desired. 
assnee-. Each HASAMAL tablet or capsule contains: 


16.2 mg. (14 gr.) 
Warning: May be habit-forming 
Acetylsalicylic Acid 


Acetophenetidin ............... 162.5 mg. (214 gr.) 
Hyoscine Hydrobromide ........ 0.0011 mg. 


Hyoscyamine Hydrobromide .... 0.0325 mg. 


HASACODE 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1/4 gr. 
(Hasacode) and 15 gr. (Hasacode “Strong”). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 


Hasacode “Strong” — bottles of 100 and 500 
tablets. 


Write for free samples and literature. 


CHARLES C. HASKELL & CO.. INC., Richmond, Virginia 
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‘Cardilate’ tablets 7. shaped for easy retention 


ral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


FEBRUARY, 


* "Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


NEW TREATMENT 


HE PROPHYLAXIS OF 
UF 


~ 
2 


ANGINA 
“a 


in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingue! ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Uan.) 1958. 
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there’s pain and 
inflammation here... 
2 it could be mild 
4 or severe, acute or 
chronic, primary 
secondary fibrositis 
early rheumatoid arthritis™ 


more potent and comprehensive treatment 
than salicylate alone 
. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


. much less likelihood of treatment-interrupting 
side effects’ * . . . reduces possibility of residual 
injury . .. simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMAGEN. 


® 
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_ Packaging: sicuacen Tablets, bottles of 100 and 1000 
‘ 3. Ge 3.. and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4, Guerra, F.: Fed. Proc. 12:326, 1953. 
. 5. Busse, E. A: Clin. Med. 2:1105, 1955. 6. Sticker, 
| | R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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New rapid-acting ACHROMYCIN V Capsules offer more 
patients consistently high blood levels—at no sacrifice 
to the broad anti-infective spectrum of ACHROMYCIN 
Tetracycline, its low incidence of side effects, or its dosage 
and indications. 


The pure, unaltered crystalline tetracycline HCI molecule 
of ACHROMYCIN, now buffered with citric acid, provides 


] 
| | 


Tetracycline HCI Buffered with Citric Acid 


prompt and high blood levels, faster broad-spectrum action 
...rapidly decisive control of infections. New ACHROMYCIN 
V Capsules do not contain sodium. | 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 
mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederie ) 
*Reg. U.S. Pot. Off. 
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THE FIRST TROCHE TO PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


NON-NARCOTIC ANTITUSSIVE EFFICACY 
| SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
vs to troche medication, ‘PENTAZETS’ provides 

< a new and extended therapeutic advantage in 

; this convenient form of treatment. 


Treatment of the cough too, so often a 

ae troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin —a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


Supplied: Vials of 12. 


Each ‘PENTAZETS’ troche contains: 


Homarylamine hydrochloride . 20 mg. 
Zine Bacitracin 50 units 
Tyrothricin .... Img. 
Neomycin sulfate 5 mg. 
- (equivalent to 3.5 mg. neomycin base) 


S MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


PENTAZETS is a trademark of Merck & Co., 
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in common 


mixed 
...tetracycline 
phosphate 3 a h t Produces more tetracycline 
alone ¥ osp a e in the blood with no more in 


the dose. No calcium to 


children: depress biood levels.! Basic 


broad-spectrum therapy in 
PANMYCIN KM 
: otitis media, tonsillitis, and 


MARK 


other common respiratory 
: 4 ru infections. 

1. Welch, H.; Wright, W. W.; and 
: Staffa, A. W.: Antibiotic Med. 

Pe & Clin. Therapy 4:620, 1957. 
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in potentially 
serious @ 


infections THE BREADTH OF 
PANMYCIN PHOSPHATE PLUS 


...tetracycline PANAL THE ANTIMICROCOCCAL 


phosphate : | DEPTH OF ALBAMYCIN 
plus for children: Offers maximum antimicrot 2! 


action at the earliest 
antibiotic preparation of firs: 


resort in pneumonia of 


G re unkvown etiology, carbunc 
multip osi 


ple furunculosis, 
ce lulitis, and infections 


resistant to previ 


for the 
7 monilia- 


PAMNMAYCIN PHOSPHAT. 


susceptible 


types 
...tetracycline PROTECTION OF 


phosphate The logical choice for 
plus | 


2 
nystatin af otic Therapy: 
petients with previc 
| Upjohn | corticoids; pregne 
The Upjotri Comipeny, Katemazon, Mach for especial 
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in cases of tension — 

Serpate 
(Reserpine, Vale) 


. . the preferred drug where anxiety or emotional agitation 
must be controlled 


... provides sedation without hypnosis, a sense 
of relaxed well being and tranquility 


... effects a gradvel-ond sustained lowering of 
elevated blood pressure in patients with 
mild, labile or essential hypertension 


supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 ond 1000, or on prescription at leading 
phormacies 


RAUWOLFIA 
SERPENTINA ‘ 
in cases of hypertension . 


Rauval 


Rauwolfig Serpentina, Vale) 
... double assayed te insare optimal therapeutic effect 
tested chemically te imsere toial akaivid content 
tested te sniform hypotensive action 
. ideo! therapy. in labile arid moderote hyper- 
tension Gh cs adjunctive therapy in severe 
hypertension 
. achieves graduc! lowering of the blood pressure, 


gentie sedation, tranquilization with prolonged 
effect evén.ofter cessation of therapy 


supplied: 50 mg. and 100 mg. tablets in botties of 100 and 
1000, or on prescription at leading phar i 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


What's wrong with the term 
“emptying of the gallbladder’? 
The gallbladder discharges bile by fractional evacuation. It is not 


emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMEs) 3% gr. Bottles of 100 and 500. 


(a AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aasss 
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THE CHOICE OFA 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours, CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


PANALBA IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 
and 100. 


‘Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that ‘The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AucLyNn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 
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—released in the small intest 
from enteric-coated inner 


For comprehensive digest ive enzyme replacement. 
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PALATABLE - DEPENDABLE ECONOMICAL 


‘ 


‘ANTEPAR’ TABLETS - 
‘ANTEPAR’ WAFERS 


VirRGINIA MepicaL MontTHLY 


for “This Wormy World” | 
SYRUP - TABLETS - WAFERS 
‘4 Eliminate PINWORMS IN ONE WEEK | 
is 


Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy, such as barbiturates. 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found the 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “‘striking response” in a wide range of hyperemotive states.* 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 


" “ATARAX appears to be the vem of the mild tranquilizers. Troublesome side 
N effects have not been reported. . 


» ATARAX offers two pediatric dosage forms. 
ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 
N A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 
~, plicated response. Why not, for the next four weeks, prescribe ATARAX for your 
> hyperemotive pediatric patients. See whether you, too, don’t find it eminently 
suitable. 


* Documentation on request PEACE OF MIND ATA RAX 


OF HYOROKYZINE) 


ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
t.i.d. Syrup-—3-6 years, one tsp. 
t.i.d.; over 6 years, two tsp. t.i.d. 

for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 

for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tablets, botties of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
multiple-dose vials. 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc 
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One of a Series of Newspaper Ads 
Directed to Your Patients 
and Our Customers.... 


DRUG STORES’ 


Inc 


She knows someone 
gramps never knew 


»..a grandfather 


This little lady is enjoying life with grandfather 
. . a pleasure many young people shares 

today . . . but one which he probably 

didn’t have when he was her age. 


Thanks to modern medicine, older folks have 
more years to look forward to. (Life expectancy 
has been increased by 20 years in the last 40.) 
Those extra years are healthier because 

modern geriatric medicine and physician's care 
has made them so 


As with all prescriptions at Peoples, 

your physician’s geriatric prescriptions are 
dispensed accurately, quickly. 

And, of course, 

your prescription is 

priced with uniform economy 


Bring Your Next Prescription to Peoples 


PEOPLES Certified 


PRESCRIPTIONS 


AT ALL PEOPLES SERVICE DRUG STORES 
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PERFORMA 


GREATER PERMANE 


IN THE MANAGEMENT 


OF DERMATOSES. 
(Regardless of 


(TARBONIS®) in a greaseless, 


Hydrocortisone Neomycin 0.35) 
Coal Tar Extract S% im an 


G&s REED & CARNRICK [ sersey City 6, New Jersey 


Central Antitussive Effect — mild, dependable 
Topical Decongestion — prompt, prolonged 


Antihistaminic and Expectorant Action 


, US Par 


85, Fepruary, 1958 


Nad 


1. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 

2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 

3. Abrams, B. P, and Shaw, C.: Clin. Med. 3 :839, 1956. 
4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1964 
6. Bleiberg, J.: Am. Practitioner §:1404, 1957. 


Ne o-Syneparine® 


nydrochioride 
one bitartrate 
sulfonate. 


Bottles of 16 fl. 
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an ideal 
cerebral tonic 
and stimulant 
for the aged 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. 1.2.3. 


NICOZOL is supplied in cap- 
sule and elixir forms. Each CONFUSION ... 


capsule or % teaspoonful 
contains: 


Pentylenetetrazol. .100 mg. 
Nicotinic Acid 
1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 


3. Thompson, L., Procter, R., toa 
Clin. Med., 3:325, 1956 : 
NORMAL 
BEHAVIOR 
PATTERN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 


NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole distributors in California: 
The Brown Pharmaceutical Co., Los Angeles 
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cM-605 


relaxes 


scle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic | no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 
| ® 

Ww} WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
Two-dimensional US Patent No. 
Conjugated Estrogens (oquine) 


freatm ent Licensed under U. S. Patent No. 2,429,398. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquili A Proven Estrogen 


G2 
Vy WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


2 
400 mg. 
0.4 mg. 
| 


for conco 


rheumatic fever, 


SuLTUSSIN 


from sneezing, stuffed or runny 


Pyrilamine Maleate . 


Voi. 85, Fepruary, 1958 


= all upper respiratory disorders 
Provides triple sulfonamide prophylaxis, | 
allowing your choice of antibiotic 
control secondary infections, 
@ avert the 
Sulfamethazine- es 0.166 Ss amp e 
Glyceryl Guaiacolate.........- 50.0 mg. TILDEN Company 
‘Suppl ied: in 4 Ounce and Pint PS. Pharmaceutital House in America 
35 


where there’s a cold 
there’s 


CORICIDIN 


when it’s a simple cold 


CORICIDIN® TABLETS 


when it’s an all-over cold 


CORICIDIN FORTE 


CAPSULES 
when infection threatens the cold 


CORICIDIN with PENICILLIN 


TABLETS 
when pain is a dominating factor 


@ cCORICIDIN with CODEINE 


(gr. % or gr. 42) TABLETS9O 
when children catch cold 


CORICIDIN MEDILETS:® 


when cough marks the cold 


<@™ CORICIDIN SYRUP’ 


© Narcotic for which oral } is permitted 
© Exempt narcotic 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


n-J-228 
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and fever take flight like magic 
with 


CORICIDIN MEDILETS 


(no caffeine) 


color-flecked tablets for relief of sneezes, 


sniffles, congestion and fever of children’s colds 


Schering SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 


| 


on Rx only 


for “get-up-and-go” 
METHAMPHETAMINE 


e buoys spirits « potentiates pain relief « aids 
decongestive action 


for stress support VITAMIN C 


e supplements illness requirements « bolsters 
resistance to infection 


for extra relief ANTIHISTAMINE 


e higher dosage strength « optimal therapeutic 
benefit « virtually no side effects 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CN-J-328 


gets patients up 


CORICIDIN FORTE 


CAPS ULES 


Each red and yellow CORICIDIN FORTE 


Capsule provides: q 
CHLOR-TRIMETON® Maleate . 4 mg. 4 
(chlorprophenpyridamine maleate) 
Salicylamide .. . 0.19 Gm a 
Phenacetin. ....... 0.13 Gm. 
Ascorbic acid . 50 mg. 
Methamphetamine 

hydrochloride . 1.25 mg. 


On Rx and cannot be refilled without 
your permission 


dosage 

One capsule every four to six hours. 
packaging 

Bottles of 100 and 1000. 

CorRICIDIN,® brand of lgesi tipyretic. 
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QUALITY, RESEARCH / INTEGRITY 


the bactericidal action makes the difference 


In addition to rapid clinical re- 
sponse, ‘Ilotycin’ provides the 
important advantages only a bac- 
tericidal antibiotic can give you. 
‘Ilotycin’ effectively eliminates 
strep. carrier states, directly kills 
pathogens to prevent the emer- 
gence of resistant strains, and of- 
fers maximum assurance against 
spread of infection. 


COMPANY. 


INDIANAPOLIS 6, 


Also consider ‘Ilotycin’ for safer 
therapy. Allergic reactions follow- 
ing systemic treatment are rare. 
Bacterial flora of the intestine is 
not significantly disturbed. 

You can achieve more complete 
antibiotic therapy with ‘Ilotycin.’ 

Usual adult dosage is 250 mg. 
every six hours. 


VIRGINIA MEDICAL 


INDIANA, U. 


832007 


MONTHLY 


a 
‘llotycin’ (Erythromycin, Lilly) 
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Guest Editorial... . 


Psychoanalysis 


HE FREUDIAN centenary in 1956 has been the occasion for both vigorous 
renewal of the claim that psychoanalysis is scientific, and pointed criticism of that 
claim. Such criticism directs attention again to the doctrinal disunity is psychiatry 
that is a persisting issue, and a substantial reason for some skepticism about the spe- 


cialty as it faces the evergrowing incidence of mental disorder in the community. 


The average physician's background of basic science should enable him to see the 


nature of the issue which psychoanalysis has introduced into medicine, and has 
. thereby revived the question as to the sense in which psychiatry is a medical discipline. 
Freud's doctrine has permeated American psychiatry extensively. The issue, as it pre- 
sents itself, ultimately requires a decision as to the nature ef the genetic process that 
accounts for the development of the living being to maturity. That process confronts 
every physician when he deals with conditions of faulty development, and when, as 
is almost always true, his therapy assumes in any case that the patient's tissues possess 


regenerative power. 


Although it does not receive much attention in medical school, the phencmenon 
of regeneration is recognized as an essential element in almost all therapy. However, 
regeneration is still a biological mystery. The modus operandi of the process can be 
described to some extent, but how it is governed systematically is unknown. But this 
is true also of the genetic process, i.e., Ontogenesis, as a whole, of which regeneration 


is a persistently remaining manifestation. It is the pivotal problem of biology. 


Surprisingly enough, psychoanalysis, which concedes that mental functions are 
expressions of corresponding material somatic and cerebral changes, claims that it has 
the formula for the genetic process as it is manifested in the psychic sphere. Here we 
have a prime paradox, since the true formula must of necessity be the same in essence 


for both the physical and the mental phases of life. 


In the exposition of their genetic formula the Freudians present us with a system 
of psychic functioning in terms of which, they claim, so-called functional nervous 
and mental disorders can be understood. They speak of the mechanisms and dy- 
namics of such functioning. They find that the operations of the system are mani- 
fested in the form of a play, backward and forward, along the ontogenetic path of 


development, of the activating and energizing principle of the patient’s sexual nature. 
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Symptoms are then seen as disguised expressions of faults in the integration of his 


sexual nature which are commonly known as perversions. 


The sexual functioning of a person, as well as any regenerative activity his tissues 
may present, is a mode of the manifestation of the genetic process. The Freudian 
formula for that process, incredible as it is, declares that the process as it is evident 
in nervous and psychic functioning, is reversible. Hence, what in psychoanalysis is 


called “regression” is a “mechanism” that serves as the main feature of the formula. 


Theoretically, if regression could occur in the naturally developed physical body 


of a patient, we would expect to see it undergoing retrograde changes in which it 
entered into more and more immature stages of the course of development it had 
originally traversed. Its organs and tissues would undergo diminution and dedifferen- 
tiation; the patient would be restored to youth, infancy, and even intrauterine status. 


Of course the whole thing is a fanciful impossibility. 


Nevertheless, psychoanalysis declares that in the patient's mental constitution and 
sexual nature such regression does occur. It adheres to this interpretation in spite of 
the fact that no correlated genuinely regressive changes are demonstrable in the 
patient’s organs or tissues, or body as a whole, structually er functionally. What seems 
to be evident here is that the Freudians have been mistaking decomposition, which 


is what analysis is in any case, for reversed operation of the genetic process. 


The physician generally sees some degree of a breaking-down process in tissue in 
disease, but he does not interpret it as a manifestation of a specific reversal of the 
genetic changes that had brought the tissue originally to maturity. He sometimes sees 
that the consequent healing regenerative process fails to a degree to return the dam- 
aged tissue to its fully mature condition, but that is recognized as an abortive halt 
in the restorative changes, and not a “fixation”, as the Freudians would say, at a 
level to which the genetic process had regressed. It would be hard to find a typical 
physician who would assert that in dissecting a cadaver, examining its tissues his- 
tologically, and analyzing the body substances chemically. he was tracing backwards 
the developmental course that the live growing body had originally followed. How- 
ever, psychoanalysis says that when it does comparable things in the psychic sphere 
such a retracing does occur, and a subsequent genetic recomposition in that sphere 


can be ac hieved. 


There is nothing in any other branch of medicine comparable to the ambiguity of the 


Freudian doctrine. A final confusing feature of it is the “‘death instinct” that is said 
to be a normal component of one’s psychic nature, urging one to seek self-destruction 
and a return to the primordial inorganic state. When manifested, this tendency, in 
contrast to what allegedly occurs commonly in the patient’s sexual life, is said to 
take the direction, not of reversed ontogenesis, but of self-inflicted moral and physical 
damage which, as a mode of decomposition, is a much more direct way of reaching 
extincticn. 
Joseru H. Toomey, M.D. 


5424 Arlington Avenue 


New \ork, New York 
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Intracranial Complications of Otogenous Origin 


| 1957, we! published in this journal a survey of 
temporal bone surgery, excluding that for stapes 
mobilization, performed at the University of Vir- 
ginia Hospital during a ten-vear period from 1946 
to 1956. Five hundred and four procedures were 
carried out upon 449 patients; 373 of these cpera- 
tions ‘in 322 patients were performed on the ear and 
mastoid cavities to control infection, 37 for acute 
otitis media and mastoiditis, and the remainder ‘or 
chronic suppurative disease. 

The present brief presentation is a part of the 
original survey and deals with the intracranial com- 
plications of otogenous origin disclosed in the survey. 
These are listed in Table I. 

TABLE | 
COMPLICATIONS OF OTOGENOUS ORIGIN 
Type Number 
Meningitis 9 
Brain Abscess 
Lateral Sinus Thrombosis 


Petrositis 


Total 


Two cases of labyrinthitis were not included under 
intracranial complication. 


MENINGITIS 

As cone would anticipate, meningitis was the most 
common complication encountered. This was also 
true in the preantibiotic era, and still is with the 
use of antibiotics. although the actual incidence has 
been remarkably reduced, as indicated by Cour- 
ville’s*, Nielsen’s*, and Hara’s* studies. 

During the ten-vear period, the Record Depart- 
ment of the University of Virginia Hospital had 
listed a total of 280 cases of meningitis of bacterial 
and viral origin. From a study of these records, we 
are reasonably certain that the meningitis in 9 of 
these patients was of otogenous origin, seemingly a 
low percentage rate of 3.1. There may well have 
been more, as one. of the disadvantages of antibiotic 
therapy is its masking effect, particularly in clinical 


otology and also especially in younger children. Six 
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of our patients were children, the oldest, 11 years 
of age, and the youngest, 2 months. French’, in his 
study, reported the greatest number of czses of 
meningitis occurring in children under one year of 
age. 

There was one death in the group, and that in an 
adult. The death rate from meningitis of aural ori- 
gin in this ten-year period, according to the survey, 
was exceedingly low, approximately .03 per cent. 
All 9 of the patients had either simple (cortical) 
mastoidectomies or the more extensive tympanomas- 


toid surgery. 
BRAIN ABSCESS 


The next most frequent intracranial complication 
was that of brain abscess. There were 4 cases, 
adults and 2 ten year old children. The ear infec- 
tions were chronic in nature in three of the patients 
and acute in the fourth, an adult, who died as the 
result of the disease. There was also a second death 
in this group, in the case of a child. Two of the 
abscesses were located in the adjacent temporal lobe 
and two were in the cerebellum on the same side 
All of these patients had aural surgery and, in addi- 
tion, drainage of the abscesses by the neurosurgeons 

The total number of cases of brain abscess re- 
corded during this ten-vear period was 24. Approxi- 


mately 16 per cent were otogenous in origin. 
LATERAL SINUS THROMBOSIS 


There were 2 cases of lateral sinus thrombosis: 


one, a child whose ear disease was classified as 


chronic, and the other an adult whose disease was 


designated as being acute. Both patients recovered 
promptly following mastoid surgery and proper anti- 
bacterial therapy. Theoretically, this type of com- 
plication will become exceedingly rare in the future, 
due to the reduction in the occurrence of mastoiditis 
as a compli ation of otitis media. 
PETROSITIS 
One patient was operated upon, with the typical 
symptoms and signs of a petrositis complicating 
chronic ear disease. An abscess was drained in the 
region of the petrous apex. Recovery was slow but 


complete. 
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ADDITIONAL INFORMATION 


Tables II, III, IV and V give additional informa- 
tion, mainly in regard to the organisms which were 
and were not cultured from the various sites in the 
cases mentioned. These are listed as obtained from 
the records. Various inconsistencies are evident and 
suggest the need for improvement along these lines. 
This should invariably include the collection of 
material for bacterial study, whenever available, and 
secondly, the processing of this material by the 
correct methods. To accomplish this will require full 
cooperation by the physicians, nurses, and labora- 
tory personnel. It is particularly important in this 
era of selective antibacterial therapy. 

Incidentally, in the original ten-year study!, exu- 
date was obtained for cultures in 229 cases with ear 
disease. The material was taken from the ear canals. 
The most frequent organisms reported were as fol- 
lows: 


Organisms Times Re ported 


B. proteus 67 
Staph. aureus hemo. 43 
Staph. albus hemo. 26 
Staph. albus non-hemo. 23 


COMMENTS 


It is our impression that in the present antibac- 
terial era of drug therapy, the number of cases of 
suppurative otitis media, considered typical in the 
past, has decreased, but that there has been an in- 
crease in nonsuppurative, secretory, or aseptic, (how- 
ever you may wish to designate it), middle ear dis- 
ease, particularly in children. Also, we believe that 
this more recent type of pathological condition is 
difficult to treat satisfactorily for various reasons, 
such as nonrecognition of its presence, lack of mor- 
bidity of a septic nature, and failure to realize the 
possible 


undesirable sequelae—defective hearing, 
disposition to recurrent ear infection, and the com- 
plications therefrom—to mention some. Undoubtedly 


this situation is due, mainly, to the development and 


B. pyocyaneus 87 use of the various antibacterial drugs, one of the few 
TABLE No. II 
MENINGITIS-CULTURES 
Addi- 
tional 
Case Age Ear Canal Tympanomastoid Blood Spinal Informa- 
Cavity Survey tion 


Pneumococei Recovered 


type III 


No growth 


H. influenzae Recovered 


type b 


No growth 


No growth No growth Recovered 


1 2 mos. B. pyocyaneus No growth 
B. aerogenes 
2 l yr H. influenzae No growth 
type b 
3 S yrs. Str. Beta-hemo. | Str. Beta-hemo. 
Staph. albus non-| B. subtilis 
hemo. 
H. influenzae 
$ S yrs. Str. Beta-hemo. Not obtained 
Staph. aureus 
hemo. 
5 llyrs. B. proteus Not obtained 
C. xerose 
6 ll yrs. Staph. albusnon- Not obtained 
hemo. 
C. hofmanni 
7 | 36 yrs. Staph. albus No growth 
hemo. 
B. proteus 
S 38 yrs. Staph. aureus No growth 
hemo. 
9 67 yrs. Staph. albusnon-) Staph. albus 


hemo. 
Staph. aureus 
hemo. 


hemo. 
Staph. aureus 

hemo. 
Pneumococci 


No growth 


No growth 


Not obtained 


No growth 


No growth 


Pneumococci 


type III 


Str. Beta- 
hemo. 


No growth 


No growth 


No growth 


Pneumococci 


type VIII 


Pneumococci 
type III 
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Recovered 


Recovered , 


Recovered 


Expired 


Recovered 


Recovered 


‘ 
38 


disadvantages resulting from this therapy. There 
are other factors, though, to be considered, such as 
the inappropriate and inadequate use of these drugs, 
failure on some occasions to recognize the need for 
surgical drainage of the middle ear, an existing aller- 
gic situation, disease and obstruction in the naso- 
pharynx extending to the eustachian tube, etc. 


The aseptic ear disease mentioned is less danger- 


ous as far as vital structures are concerned. How- 


ever, as we have indicated, the more dangerous ear 


infections and their complications, though having 


Tympanomastoid 
Case Age Ear Canal Cavity 


Staph. aureus 
non-hemo. 


3 24 vrs. B. proteus B. proteus N 
Staph. albus Staph. albus 
non-hemo. 


non-hemo. 


Tympanomast oid 
Case Age Ear Canal Cavity 


C. hofmanni 


B. aerogenes 


Tympanomastoid 
Case Age Ear Canal Cavity 
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TABLE No. 


BRAIN ABSCESS-—C ULTURES 


Blood Fluid Abscess Information 


1 10 vrs. B. pyocyaneus B. pyocyaneus Not obtained | Not obtained 


2 10 vrs. No growth No growth Not obtained Staph. aureus Str. Beta- Recovered 
non-hemo hemo. Left temporal 
i lobe abscess 


» growth No growth B. proteus Expired 


4 48 yrs. No growth No growth Not obtained No growth No growth Recovered 


TABLE No. 


LATERAL Sinus THROMBOSIS—C ULTURES 


Blood Spinal Fluid Abscess Information 
l 10 vrs. B. proteus B. aerogenes No growth No growth Not obtained 


16 yrs. B. proteus B. proteus No growth Not obtained Not obtained 


TABLE No. V 


PeTRositTis—C ULTURE 


Blood Spinal Fluid Abscess Information 


1 41 yrs. Not obtained Not obtained Not obtained Not obtained B. subtilis 


undergone an amazing decrease in incidence, still 
exist even in this antibiotic age. This is the lesson 
to be gained: one must be aware of the possibility 
of these infections, and should realize that, because 
of the masking effects of the drugs, the pictures of 
ear diseases and their complications have altered and 
are now more difficult to recognize and diagnose. 
The older pattern of otitis media, mastoiditis, menin- 
gitis, and brain abscess, developing in a logical se- 
quence relative to the pathology, is now rarely seen. 


To further decrease the incidence of complications 


III 


Spinal Additional 


Str. non- Expired 

hemo. tight cerebellar 
abscess 

Chronic ear, rt., 

infection 


Chronic ear, left 


infection 


Left, cerebellar 


abscess 


Left temporal 


IV 


Additional 


Survived 
Thrombus 


Survived 
Thrombus 


Additional 


Survived 


Acute ear, left, 
infection 
e abscess 
Chronie ear, left : 
infection 
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of ear disease, in the case of a patient under treat- 
ment for this condition, all physicians concerned 
(including the otolaryngologist) should be on the 
alert for such indications as persistently diminished 
hearing acuity, continued pain, listlessness, irrita- 
bilitv, signs of meningeal irritation, and cranial 
nerve palsies. The older picture cf developing sepsis 


and impending complications, manifested by a fairly 


abrupt, unfavorable change in the patient's condi- 


tion, is seen much less often. When these symptoms 
and signs become apparent, then the patient should 
have the benefit of consultation with an otologist, 
who in turn may need the aid of a neurosurgeon. 
Ancther and better approach to the handling of these 
ear diseases is more careful supervision cf the pa- 
antibiotic 


tient under therapy, with less reliance 


placed upon the drug per se. Again, nothing is more 
effective in the treatment of otitis media, the pre- 
vention of recurrences and complications, than the 
appropriate and adequate use of the antibacterial 
drugs plus surgical drainage (myringctomy) of the 
middle ear cavity. This does not necessarily mean 
that all patients with otitis media must have a 
myringotomy or, for that matter, even an antibiotic 
drug. We believe that the pendulum of thought sup- 
porting “drugs sans drainage” has exceeded its limits 
of safety, and that surgical drainage should be and 
is being utilized now to accomplish better results. 
Rosenwasser® and Goodale‘ and their associates sup- 
port us in these impressions. 

Certain principles have remained unchanged, even 
after extensive use of the numerous antibiotic drugs. 
Meningitis is the commonest intracranial complica- 
tion cf middle ear disease and may result from an 
acute process or an acute exacerbation of a chronic 
one, the former in children and the latter in adults. 
Treatment of this complication requires extensive 
antibacterial therapy and usually, in addition, aural 
surgery. Brain abscess is more frequently a com- 
plic ation of chronic ear disease and, to be treated 
effectively, requires the administration of antibiotic 
drugs plus aural and cranial surgery. All chronic 


middle ear infections in adults and children are be- 
lieved to be potential sources for brain abscess and 
should be evaluated with this as the important con- 
sideration. While the incidence of surgical mas- 
toiditis has decreased markedly, this disease still 
exists. The complications of lateral sinus throm- 
bosis and abscess are extremely rare, though the 
number of cases in our survey was higher than one 
now usually expects. 


SUMMARY 


Observations are made in a survey of the intra- 
cranial complications secondary to ear and mastoid 
disease. The incidence of only 16 such cases in a 
group of 322 patients is indicative of the compara- 
tive rarity of these complications during the present 
era of the many antibacterial drugs. However, they 
still occur and one must be on the alert for this 
development. Meningitis is the most common com- 
plication. 
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A Statistical Study 


F' YREIGN BODIES are frequently encountered 

in the air and food passages and yet individual 
reports of safety pins removed from the esophagus, 
or peanuts from the bronchi, continue to interest the 
public as well as physicians. 

Hardly a month passes without a report from the 
Associated Press featuring the removal of a foreign 
body from some youngster, along with a photograph 
of the patient, the foreign body and frequently the 
mysterious instruments employed in the operation. 
Reports in medical journals are of course less dra- 
matic, but seldom provide much useful information 
for those who are interested in this group of patients. 
Usually more attention is directed to the varicus 
types of foreign bodies that are ingested or aspirated 
than to methods of diagnosis and proper manage- 
ment. 

This report will be restricted to foreign bodies 
that we have removed from the esophagus during the 
past twenty vears. 

In this period of time we have seen and directed 
treatment in 933 patients who have had foreign 
bodies in the air and food passages. In addition we 
have been informally consulted concerning many 
others who have had foreign bodies in the stomach 
or intestines in whom we have advised observation 
only. 

Two hundred seventeen of these patients had for- 
eign bodies in the respiratory tract, 106 were in the 
stomach, 17 in the hypo-pharynx and 9 in the intes- 
tine. In the remaining 584 patients the foreign hod) 
was in the esophagus. 

Contrary to general belief foreign bodies are 
found in the esophagus more frequently in adults 
than in children. In our patients 269 were under 
10 vears of age while 315 were 10 vears of age or 
older. The youngest patient was 2 months old and 
the oldest was 94 years. 

The absence of teeth is a major factor in the 
impaction of a foreign body in the esophagus. In 
adults inadequate mastication and the loss of sensa- 
tion in the mouth that results from artificial dentures 
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is responsible for bones and meat that stick in the 
esophagus. Dentists should warn all patients, when 
they are provided with partial or complete dentures, 
of this hazard and should explain that care should 
be taken in the preparation and mastication of food. 
This applies particularly to chops, chicken, hash 
and espec ially to chicken served a la king, in salad, 
and in pie. We would also take issue with dentists 
who recommend that removable dentures, complete 
or partial, be left in a patient’s mouth during sleep. 
In several of our patients dentures have been swal- 
lowed while they were asleep and have become im- 
pacted in the esophagus necessitating esophagoscopi 
removal 

Three hundred and two of the patients were females 
and 282 were males. The majority of the foreign 
bodies were found in the upper third of the organ, 
usually just within the esophageal orifice. Four hun- 
dred and five were in this location. One hundred 
fourteen were in the lower third, 44 in the middk 
third and in 21 our records failed to state the point 
of lodgment. 

Associated obstructive lesions in the esophagus 
were apparently responsible for impaction of the 
foreign body in 90 patients. Thirty-seven had benign 
strictures from various causes and 37 had a short 
or sliding type of hiatal diaphragmatic hernia with 
or without scarring at the site of the hernia. Con- 
genital stricture was present in 8 patients and car- 
cinoma and cardiospasm in 3 each. In another 
patient, “spasm at the cardia” was thought to be 
responsible for the obstruction and in one para- 
esophageal hiatal hernia was identified. 

As the majority of associated lesions are located 
in the lower third of the esophagus, patients having 
foreign bodies in this location should be carefully 
questioned in reference to previous dysphagia. After 
the foreign body has been removed, those having a 
history of previous difficulty in swallowing should 
have careful investigation of the esophagus. 

There were many varieties of foreign bodies, but 
the greatest number—283—were bones and meat. In- 


terestingly fish bones were infrequently observed 
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except in the tonsils, base of the tongue and in the 
hypo-pharynx. Next in frequency were coins and 
disc-shaped foreign bodies—157 in number. There 
were 38 open safety pins and the balance—106— 
consisted of a great variety of substances. 

As with most other conditions, the presence of a 
foreign body in the esophagus can usually be deter- 
mined by a carefully elicited history. Unfortunately 
difficulty in swallowing is frequently considered emo- 
tional in origin and patients who think they have 
swallowed a foreign body are told that their symp- 
toms are nervous in origin unless the substance is 
metallic and is revealed on roentgenoscopic examina- 
tion. When fish bones are swallowed the throat may 
be scratched and anxiety intensifies the sensation of 
a foreign body in the tonsillar area. If a bone is 
not found on careful inspection of the tonsils, base 
of the tongue, and the hypo-pharynx, direct inspec- 
tion of the esophagus should be deferred for at least 
a day. However, a patient with dental plates who has 
been eating chicken or chops and has a sensation 
of a foreign body in the suprasternal notch associated 
with pain on swallowing should be esophagoscoped 
without unnecessary delay. Patients who have swal- 
lowed a bolus of meat and thereafter are unable to 
swallow water obviously have complete obstruction 
of the esophagus and should be treated appropri- 
ately. Roentgenoscopy is valuable in determining 
the presence and type of metallic foreign bodies, but 
in many others such as meat, bones, and plastic toys, 


direct roentgen examination may not reveal any 


abnormality. 

When a bone is suspected in the upper portion of 
the esophagus, a film made in the anterio-posterior 
position is worthless whereas a lateral exposure of 
the cervical area may reveal the foreign body. In 
any case a patient who continues to have discomfort 
in this area on swallowing after the probable inges- 
tion of a bone should have esophagoscopy. 

Frequently roentgenologists are tempted to have 
a patient suspected of having a foreign body in the 
esophagus swallow a mixture of barium or a piece of 
cotton impregnated with barium. This should not be 
done unless the evidence for foreign body is negli- 
gible. If a foreign body is present a coating of 
barium increases the difficulty of esophagoscopic 
visualization and removal. 

Foreign bodies that have passed through the eso- 
phagus into the stomach or intestines usually pass 
on through the intestinal tract and out the rectum 
without difficulty. The stomach was opened for re- 
moval of 3 of 106 foreign bodies that were found 
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there. Two of these were open safety pins and both 
would probably have passed spontaneously if the 
families had not become unduly alarmed about pro- 
longed delay. The third was a bobby pin that re- 
mained in the duodenum for three weeks before 
surgical removal. One of our patients passed a large 
metal nut from a bolt thirty-six days after ingestion. 
It had remained in the stomach until the day before 
expulsion. 

We were informally consulted about many other 
foreign bodies in the stomach that passed through 
the bowel unaided. We recommend a normal diet 
for these patients and not the bulky diet of mashed 
potatoes and bananas that is frequently suggested. 
Laxatives should be avoided. 

We have not had any experience with removal of 
metallic foreign bodies from the stomach with 
magnets. 

Esophagoscopy is necessary for the removal of the 
majority of foreign bodies from the esophagus. In 
24 patients having obstruction from a bolus of meat, 
papain digestant has been employed with satisfac- 
tory results. We are not certain that this method of 
removal should be routinely employed because a bone 
is frequently incorporated in the meat. Thus far we 
have not had any untoward complications, but unless 
obstruction is relieved promptly esophagoscopy 
should not be deferred. 

In the earlier years of our experience, esophagos- 
ccpy was done on most of the children whom we 
examined without anesthesia and in adults we em- 
ployed a local anesthetic agent. At present almost 
all of cur patients are examined under general anes- 
thesia. For short procedures in children, such as 
for the removal of a coin, ordinary inhalation of 
ether is satisfactory. When a longer operative period 
is anticipated, such as for the removal of an open 
safety pin, a tube is inserted into the trachea to facil- 
itate respiratory function. In adults intravenous anes- 
thesia is employed with the insertion of an intra- 


tracheal All 


patients having opaque foreign bodies should have 


tube for administration of oxygen. 
fluoroscopy just before being brought to the operative 
room for esophagoscopy. Not infrequently a foreign 
body that has been present in the esophagus for 
several days will pass into the stomach spontaneously 
during the night, before examination. By routinely 
examining patients in this way unnecessary esoph- 
agoscopy can be avoided. 

Frequently foreign bodies will pass into the stom- 
ach during .anesthesia or during esophagoscopic 
examination. When the foreign body is metallic, 


MepicaL MontTHLyY 


| 
am 


fluoroscopy should be done immediately after eso- 
phagoscopy is completed to be certain that it is in 
the stomach. On several occasions vomiting has 
occurred after esophagoscopy with regurgitation of 
the foreign body into the esophagus necessitating 
further instrumentation. 

Esophagoscopy for removal of a foreign body is 
usually not an emergency procedure and should be 
deferred until competent assistance is available. 

A word of caution should be given in regard to 
dilating strictures after removal of a foreign body, 
such as a piece of meat, that has been impacted in 
the lumen of the stricture for as long as a day. 
Time should be allowed for healing of any ulcera- 
tion before dilation is performed. 

A patient, not included in this series, who had 
had a stricture of the esophagus from swallowing a 
solution of lve in infancy developed complete esopha- 
geal obstruction at eighteen vears of age while eating 
lunch. The following morning she attempted to 
force the bolus of meat that was obstructing the 
stricture into her stomach by drinking a glass of 
water. This effort was followed by severe substernal 
pain, pneumothorax on the left side and evidence 


of shock. 


and postmortem examination revealed rupture of the 


Death occurred twenty-four hours later 


esophagus at the site of stricture and associated 
mediastinitis. Pressure from the foreign body ap- 
parently had caused necrosis of scar tissue at the 
site of the burn and forced deglutition induced 
rupture. 

Three of our patients who had cicatricial stricture 
associated with foreign body had rupture of the scar 
when dilations were done two or three days after 
the foreign body had been removed. Two of these 
apparently had very little leakage and both recov- 
ered following the use of antibiotics. In the third 
patient surgical repair of the rupture was followed 
by recovery. At present we advise postponement of 
dilation of a stricture for at least a month after 
removal of a foreign body. 

Spontaneous perforation of the upper portion of 
the esophagus occurred in one of our patients, a 
child 2 vears of age, from a quarter that had been 
present for a week. The coin had perforated the 
wall of the esophagus and was removed surgically 
with recovery and without the formation of stricture. 

Another patient with marked ulceration of the 
upper esophagus in association with a bone developed 
perforation from instrumentation, but recovered fol- 
lowing operative repair of the laceration. 


There was one death in our series and this is of 
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sufficient interest to justify a full report: 


A white man 66 years of age was examined on 
28, 1955. 


November He was edentulous and had 
been well until five days previously when he had 
swallowed a chicken bone. This was immediate] 
followed by severe mid substernal pain which was 
intensified by coughing and swallowing. Because of 
painful deglutition he had taken very little by 
mouth since his accident. His temperature had been 
elevated to 101° and there was evidence of pneu- 
monia in the lower lobes of both lungs. Roent- 
genoscopic examination of the chest revealed marked 
widening of the mediastinal area—especially on the 
right side. The leucocyte count numbered 27,000. 
He had been given a mixture of barium by mouth 
prior to arrival here and nothing abnormal was 
noted. 

Although his history definitely indicated the pres- 
ence of a foreign body in the esophagus the physician 
to whom he was referred Suspec ted that he had a 
dissecting aneurysm of the thoracic portion of the 
aorta. 

Esophagoscopy was done the day after his arrival, 
under intravenous anesthesia, and an obstructing 
mass was encountered just below the entrance to the 
esophagus. 

There was a small amount of blood in the esoph- 


agus, but no evidence of foreign body. The exact 


nature of the mass could not be determined, but 
the opinion was expressed that there might have been 
a pre-existing lesion in the esophagus prior to the 
time the bone was swallowed although the patient 
had not noted previous symptoms. 

The following day the patient thought that he 
had less pain on swallowing and when roentgeno- 
scopic examination was made of the esophagus using 
iodized oil as a contrast medium nothing abnormal 
was noted. He continued to improve until the morn- 
ing of December 3, 1955, when he became short of 
breath and suddenly expired. Post mortem examina- 
tion revealed a large mass in the upper mediastinal 
area that completely surrounded the esophagus and 
produced marked obstruction of the organ. This 
proved to be a large organized blood clot. Seven 
centimeters below the mass was a spicule of bone 
3.5 cms in length that had perforated both sides of 
the esophagus and extended into the aorta. Bleeding 
from the aorta had dissected along the outside of 
the esophagus and had produced the organized hema- 
toma, which in turn had obstructed the upper portion 
of the esophagus. There was a small amount of 
blood-stained secretion in the esophagus. 
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SUMMARY 


] Foreign bodies are frequently encountered in 
the esophagus—particularly in the upper third of 
the organ. 

2. Painful deglutition and obstruction to passage 
of food through the esophagus are the most frequent 
symptoms. 

3. The majority of foreign bodies are not revealed 
by roentgenoscopy and diagnosis must be made from 
history and esophagi scopy. 

4. Foreign bodies are more frequently seen in 
adults than in children. 

5. When a foreign body that is non-opaque to 
x-ray is suspected in the esophagus, barium should 
not be used as a contrast medium in localization. 
lodized oil may be employed if desirable. 

6. Esophagoscopic examination should be made 
without prolonged delay if a foreign body is sus- 
pected in the esophagus. 

7. General anesthesia increases the comfort and 


safety of instrumentation. 


8. Absence of teeth and artificial dentures are 


responsible for lodgment of meat and bones in the 


esophagus because of impaired sensation and inade- 
quate mastication. 

9. Pre-existing lesions in the esophagus are fre- 
quently responsible for lodgment of a foreign body, 
especially in the lower third of the organ. Whenever 
a foreign body is encountered in this location com- 
plete investigation of the esophagus should be made 
after removal. 

10. Impaction of a foreign body in the esophagus, 
especially a bolus of meat at the site of a previously 
existing stricture, may further compromise an already 
reduced blood supply and may result in necrosis and 
rupture of the wall of the esophagus. Dilation of 
a stricture should be deferred for at least a month 
after removal of a foreign body to permit healing 
of ulceration and re-establishment of circulation. 

11. A foreign body that passes through the esoph- 
agus will usually continue through the gastroin- 
testinal tract and be expelled spontaneously. Occa- 
sionally passage through the stomach is delayed, but 
surgical removal is seldém necessary. 
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DIAGNOSIS OF POISONING 


20 ml 


arsenic. 


Arsenic, Mercury 


The Reinsch test is a rapid and sensitive presumptive test for the presence of 
arsenic or mercury by virtue of their deposition on copper. , 
of urine, vomitus, food, etc. is measured into a small Erlenmeyer flask. 
4 ml. of concentrated hydrochloric acid and a small copper spiral is added. (20 gauge 
copper wire wound around a micro spatula or thin wood applicator, removed and cut 
into about a '4 inch length; if this is not available a small piece of copper sheet or 
strip may be used. The copper must be shining clean to clearly show deposition, if 
any.) Heat gently for about one hour. If a mercury compound is present there will 
be a silvery deposition on the copper, sensitive to 0.050 mg. mercury. If an arsenic 
compound is present there will be a dull black deposit, which is sensitive to 0.010 mg. 


This test is rapid, sensitive but not specific since other metals such as bismuth 


(shiny black deposit) and antimony (dark purple sheen) may also deposit if present. 
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Esophageal Hiatus Hernia 


past decade the pathogenesis of 


IR to the 


symptoms of hiatus hernia was not generally 
appreciated and little thought had been devoted to 
the physiology and anatomy of the esophago-gastric 
region, I]l-devised operatic ns based on this back- 
ground often failed to relieve symptoms and the 
hiatus hernia all too frequently reoccurred. 

This report is based on a review of the records of 
311 patients with hiatus hernia. Of this group 256 
were admitted to the Medical College of Virginia 
1952-1956, and the re- 


maining patients were referred to the authors prior 


during the past five years, 


to or after this period of study. 

Hiatus hernia may be defined as an intrathoracic 
protrusion of abdominal contents through the eso- 
phageal hiatus. The stomach or a portion of this 
organ is usually involved in the herniation and the 
anatomical relationship of the cardia to the esopha- 
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ring of the diaphragm. The sliding hiatus hernia 
either alone or in combination with a component of 
the parahiatal hernia accounts for 95 per cent of all 
herniations through the esophageal hiatus (Fig. 2). 
The sliding hernia has been erroneously classified as 
the short esophagus hernia, but the esophagus is not 
shortened, except in advanced chroni 
and the 


esophagitis, 


stomach can be 


readily returned to the 


abdomen. There is a rare developmental anomaly 
where the stomach fails to descend into the abdomen 
and the intrathoracic position of the viscus is mis- 
taken for hiatus hernia. This condition known as 
congenital short esophagus is omitted from this dis- 
cussion. 

Hiatus hernia is a common disease and is found 
in many patients with upper gastrointestinal com- 
plaints. The Department of Roentgenology of the 


Medical College of Virginia found during upper 
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SLIDING HIATAL HERNIA 


Fig. 1—Anatomical characteristics hiatus hernia. 


geal diaphragmatic hiatus permits the hernias to be 
classified as ei.her the sliding or parahiatal types 
(Fig. 1). 


ponent of both the sliding and parahiatal varieties 


Infrequently, the hernia shows a com- 


and such hernias may be classified as the mixed type. 
In the sliding hiatus hernia the cardia of the stom- 
ach lies above the esophageal hiatus while in the 
parahiatal variety the cardia lies below the muscular 


From the Department of Surgery, Medical College of 
Virginia. 

Presented before the Annual Meeting of The Medical 
Society of Virginia, Washington, D. C., October 27-30, 
1957. 
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gastrointestinal studies with barium in patients with 
upper gastreintestinal complaints that the incidence 
of hiatus hernia is second only to duodenal ulcer. 
Two hundred and fifty-six of the 140,096 patients 
(or one out of 582 patients) admitted to the Medical 
College of Virginia Hospital during the past 5 vears 
had a diagnosis of hiatus hernia. 

The normal esophageal hiatus will admit one 
finger, but defective development is not an uncom- 
mon finding during abdominal operations. Harring- 


ton® found as an incidental observation when operat- 
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ing for other abdominal pathology that the esopha- 
geal hiatus would admit two or more fingers in one 
out of 10 patients. This abnormality of the hiatus 
contributes to the subsequent development of hernia. 


Although hiatus hernias may occur in children, the 
majority of patients are between 40 and 70 years of 
age (Table 1). 


It would appear logical to accept 


Age Under 1 20-30 30-40 
Male 2 9 11 
Female 2 8 17 


the loss of tissue tone in the process of aging, con- 
genital mal-development of the esophageal hiatus and 
increased intra-abdominal pressure as the factors 
most likely operating in the production of hiatus 
hernia. Increased intra-abdominal pressure is caused 


by obesity, pregnancy, trauma, prostatic hypertrophy, 


Fig. 2—PA and lateral views of barium filled esophagus and stomach depicting sliding hiatus 
hernia 


tumors, or ascites. It is interesting to note that of 
the 8 female patients with hiatus hernia admitted 
to the Medical College between the ages of 20 and 
30 years 7 were in the third trimester of pregnancy. 
Hiatus hernia may alter the normal peristalsis of 
the esophagus and lead to regional esophagospasm 
which is manifested by mild dysphagia. The most 
severe symptoms and complications of hiatus hernia 
are a result of reflux esophagitis. The mucous mem- 


brane of the esophagus is, under normal conditions, 
extremely sensitive to the acid-pepsin chyme. The 
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T 
AGE DIsTRIBUTION 311 PATIENTS HIATUS HERNIA 


ABLE 1 


physiologic mechanism for closure of the cardia of 
the stomach has never been solved to the satisfaction 


of all interested in the esophagogastric region. Con- 
traction of the longitudinal muscle fibers of the stom- 
ach which pass over the esophagogastric junction 
increases the angulation of the junction and prevents 
reflux of gastric contents according to Barrett* (Fig. 


40-50 50-60 60-70 70-80 Over 80 
37 46 30 14 5 
33 44 29 22 2 


3). There is no true cardiac sphincter, but the ana- 
tomical sharp deviation of the esophagus anteriorly 
and to the left after it passes through the diaphragm, 
the oblique entry of the esophagus into the stomach, 
and contraction of the longitudinal muscle fibers of 
the stomach under normal conditions prevent reflux 


of gastric contents into the esophagus. 


In sliding 
hiatus hernia the cardia lies above the diaphragm 


and the normal effective mechanism for its closure 
is lost. In parahiatal hernia, the cardia lying below 
the diaphragm is competent. This type of hernia is 
not associated with reflux esophagitis, but the symp- 
toms of dyspnea and palpitation of the heart are due 
to herniation of a large portion of the stomach into 
the thorax. 

An incompetent cardia situated below the dia- 
phragm may lead to reflux esophagitis in a patient 
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CARDIAC INCISURA 


Fig. 3—Gastric mucosa stripped away exposing heavy 

bundle of longitudinal smooth muscle fibers of stomach. 
without hiatus hernia. In such individuals the eso- 
phagus opens high on the stomach leaving little of 
the fundus above the level of the cardia (Fig. '4). 
It is important to differentiate this tvpe of incom- 
petent cardia from that associated with sliding hiatal 
hernias, for their operative correction is entirely 
different. 

Uncomplicated sliding hiatus hernias are charac- 
terized by ill-defined upper gastrointestinal com- 
plaints which are exaggerated by the recumbent 
position and often relieved by assuming an upright 


A 8 


oO 


Fig. +—a. Normal esophagogastric junction. 
b. Abnormal take-off of esophagus 
(Occasionally cause of reflux esophagitis 
c. Method of correction of anomaly illustrated 
in b. 
position or by the ingestion of alkalies. Post-prandial 
epigastric fullness, eructation of gas, and fleeting 
episodes of dysphagia are interrupted by transient 
sub-sternal or upper quadrant pain. Food and gas- 
tric chyme often return to the esophagus on bending 
over after meals, and it is necessary to re-swallow 
the previously ingested food. Many of these patients 
are referred to the psychiatrist for treatment of gas- 
tric neuroses only to be returned for further evalua- 
tion of the upper gastrointestinal tract. Sooner or 
later the terminal esophagus reacts to the acid chyme 
and esophagitis develops. The sub-sternal pain be- 
comes intense, may radiate into both arms or even 
into the neck and palate, and is frequently described 
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as boring or vice-like in character. 

The development of this type of pain, associated 
with pallor and shock, in a patient without a pre- 
vious history of hiatus hernia usually leads to an 
erroneous diagnosis of coronary occlusion. Four of 
the 59 patients subjected to surgical repair of the 
hiatus hernia by the authors were treated for months 
for coronary disease before establishment of a correct 
diagnosis. Nocturnal attacks of sub-sternal pain are 
common, but sleeping on the left side or in a sitting 
position lessens the frequency of attacks. Peptic 
ulceration in the herniated gastric pouch or ulcera- 
tion of the terminal esophagus may be complicated 
by chronic or acute hemorrhage. Reflux esophagitis 
may terminate in a fibrous stricture of the esophagus 


and produce 


complete esophageal obstruction. 


Chronic anemia and acute upper gastrointestinal 
hemorrhage should suggest the possibility of hiatus 
hernia. Of 311 patients considered in this study 116 
had developed either one or more serious complica- 


tion (Table 2). Respiratory symptoms characterized 


TABLE 2 
COMPLICATION IN 116 OF 311 PATIENTS WITH 
Hiatus HERNIA* 


Acute (Massive 9) ** 41 
Bleeding \ Chronic 31 
. } Spasm or early stricture 18 
With Uleer 14 
Esophagitis Without Ulcer 35 
Foreign Body Obstruction 11 
Premature Delivery*** 1 


*Multiple complications in some patients 
**Shock or requiring 1500 c.c. blood for stabilization of 

circulation 
***Severity and intractability of symptoms required in- 

duction of labor 
by dyspnea and tightness in the chest are usually 
manifestations of large hernias of the parahiatal tvpe 
of so-called “up-side-down stomach”’. 

Careful analysis of upper gastrointestinal com- 
plaints will usually lead to a correct diagnosis of 
hiatus hernia. Confirmation of the clinical diagnosis 
can be attained by roentgenograms and esophagos- 
copy. Only 35 per cent of hiatus hernias can be 
recognized in the upright position during upper gas- 
trointestinal studies with barium. In 1930 Ritvo® 
emphasized the importance of the Trendelenberg 
position which improved the diagnostic acumen of 
the roentgenologist; however, the head-down position 
during a barium meal will not demonstrate an exist- 
ing hernia in one out of 5 patients. If the examina- 
tion is repeated at a later date, it is possible to 
demonstrate the hernia in a few who were previously 


overlooked. We have repaired hiatus hernias in 3 
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patients without benefit of roentgenographic con- 
firmation of the diagnosis and have relied solely 
upon the symptom complex and esophagoscopy. 
Esophagoscopy discloses loss of the normal deflection 
of the esophagus to the left and the instrument passes 
directly into the stomach. Upon its withdrawal from 
the stomach the gastric mucosa can be seen to follow 
the tip of the esophagoscope upwards to a level above 
the esophageal hiatus. Esophagoscopy permits ac- 
curate assessment of the complications of hiatus 
hernia and frequently discloses unsuspected esopha- 
gitis or ulceration. 

Concomitant diseases should be considered in the 
preliminary studies and treated according to their 
surgical or medical indications. Of the 59 patients 
subjected to surgery by the authors, 4+ had associated 
cholelithiasis, 9 duodenal ulcer, 2 previous gastric 
resection for duodenal ulcer, 4 coronary disease, and 
one had an aneurysm of the splenic artery. It should 
be emphasized that all too frequently the treatment 
of concomitant diseases such as cholelithiasis by 
cholecystectomy fails to relieve a patient with hiatus 
hernia of his symptom complex. 

It seems odd that simple inguinal hernias always 
receive serious surgical consideration while sympto- 
matic hiatus hernias, prone to the development of 
catastrophic complications, are often relegated to 
methods of treatment other than direct surgical re- 
pair! Serious consideration should be given to the 
operative repair of all hiatus hernias: however, it 
seems reasonable to delay surgical treatment in the 
asymptomatic variety and in certain instances where 
a smal] hernia is unattended by reflux esophagitis 
and where the symptoms are readily controlled by 
medical therapy. Secme patients will elect to have 
repair of the hernia rather than follow a life-long 
medical regimen of diet, medication, reduction in 
weight, and sleeping in the semi-Fowler’s position. 
Hiatus hernia associated with reflux esophagitis, 
acute or chronic gastrointestinal hemorrhage, in- 
carceration or strangulation of the stomach, repeated 
attacks stimulating coronary occlusion, fibrous stric- 
tures of the terminal esophagus, ulceration of the 
supradiaphragmatic gastric pouch, or persistence of 
symptoms after adequate medical trial are in urgent 
need of direct repair. Large hernias, invariably of 
the parahiatal tvpe, are in need of repair because of 
intrathoracic pressure symptoms and the chance of 
strangulation of the stomach. Two instances of stran- 
gulation of the stomach are recorded in our hospital, 
but they did not occur during this five year study. 


It is to be emphasized that the size of a sliding 


hernia has little bearing on symptomatic complaints 
and the chance of complications. 

It is difficult to evaluate the treatment of the 311 
patients with hiatus hernia herein reported. Some 
patients were admitted for purposes other than the 
treatment of their gastrointestinal complaints and 
little consideration was given to the incidental dis- 
covery of a hiatus hernia. The majority of patients 
with hiatus hernia were admitted to the Medical 
Service but we were unable to appraise adequately 
the results of treatment. Many symptomatic individ- 
uals were discharged from the hospital to the care 
of their family physicians with instructions to pur- 


sue a defined medical regimen while others were 


treated on an out-patient basis and no follow-up 


studies on this group of patients were available; 
however, it was possible to obtain from a study of 
the hospital records information which may reflect 
the relative merit of some of the other methods of 
treatment. Excluding the authors series of 83 pa- 
tients only 14 of the 228 remaining patients were 
admitted or referred for surgical repair at the Med- 
ical College of Virginia during this period of study, 
although 1 out of 3 patients had one or more serious 
complications of hiatus hernia. The results obtained 
in these 14 patients will be discussed in conjunction 
with the authors series of 59 hiatus hernia repairs. 
Seven additional patients were referred to the Surgical 
Service for paralysis of the diaphragm. Five of these 
patients had a good postoperative follow-up and all 
failed to obtain satisfactory symptomatic relief. Our 
experience with this procedure is limited to 4 addi- 
tional patients with hiatus hernia in 3 of whom 
repair was necessary at a subsequent date. We do 
not believe phrenic nerve paralysis is a satisfactory 
methed of treatment because the results are unreliable 
and the loss of vital capacity of the ipsilateral lung 
may be a serious handicap should pulmonary emphy- 
sema develop later. Thirty-seven patients were sub- 
jected to esophageal dilatation. Of this group 17 
required from one to 13 additional hospital admis- 
sions each for the purpose of further dilatations. 
This leads us to question seriously the value of this 
type of treatment for hiatus hernia unassociated with 
a fibrous stricture of the esophagus. If the modern 
concept of hiatus hernia is correct, there is no valid 
reason for anticipating permanent relief by dilata- 
tion. If reflux esophagitis is associated with regional 
esophagospasm, it is possible to obtain perhaps some 
temporary relief of symptoms. Dilatation of partial 
strictures of the esophagus following surgical repair 


of hernias is not only indicated but mandatory. 
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Of the 83 patients referred to the authors, 59 were 
subjected te transthoracic repair of the hernia. Four 
of the remaining patients were asymptomatic, an 
additional 7 could be controlled by an adequate 
medical regimen, 5 refused operation and age and 
poor general physical condition contraindicated op- 
eration in 8. 

The technique for repair of hiatus hernia was 
similar to that popularized by Allison!’ except we 
have attached no significance to the esophagodia- 
phragmatic ligament, and the hernial sac is entirely 
excised. The esophagus and herniated portion of the 
stomach are pulled through the esophageal hiatus 
and the cardia is anchored to the adjacent under- 
surface of the diaphragm. The crura of the dia- 
phragm are approximated posterior to the esophagus 
by two or three heavy braided silk sutures, leaving 
an esophageal hiatus which will admit one finger 
If there is a co-existing ulcer of the duodenum or 
previcus gastrectomy for duodenal ulcer, and the 
stomach’s emptying time is normal, we perform a 
concomitant thoracic vagotomy and a pylercmyot« my. 
If hiatus hernia is complicated by a fibrous stric 
ture of the esophagus which has advanced to a place 
where dilatation is not feasible, it is necessary to 
resect the terminal esophagus and re-establish ali- 
mentary continuity. If hiatus hernia is complicated 
by massive bleeding from an ulcer in the supra- 
diaphragmatic gastric pouch, it is necessary to per- 
form a gastrotomy and control bleeding by suture 
ligation. 

The courtesy of other surgeons in making avail- 
able their follow-up studies in 14 patients has en- 
abled us to evaluate critically the results of repair 
of hiatus hernia in 73 patients. All surgical patients 
have been followed for a period of 6 months or 
longer and the majority have had an upper gas- 
trointestinal study with barium 6 months to 2 years 
after repair of the hernia. 

Seventy-one of the 73 patients were subjected to 
transthoracic repair of the hernia. Of this group 6 
patients had a concomitant vagotomy and _ pyloro- 
myotomy for associated duodenal ulcer, 2 required 
resection of the terminal esophagus for advanced 
stricture, 2 demanded gastrotomy for control of mas- 
sive hemorrhage from an ulcer situated in the her- 
niated gastric pouch, splenectomy was performed in 
one for aneurysm of the splenic artery, and a seg- 
mental resection of the lung was carried out in one 
for an associated hamartoma. Hiatus hernias were 
repaired on other services in 2 patients through an 


abdcminal approach and a concomitant duodenal 
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diverticulectomy was performed in one. Both patients 


required sple hectomy for the control of hemorrhage 
resulting from accidental tears of the splenic cap- 
sule (Table 3) 
TABLE 3 
OPERATIVE PRocEeDURES 73 Cases H1iATus HERNIA 
Authors Service 


1. Transthoracic Repair 48 

2. Transthoracic Repair And: 
A. Vagotomy and Pyloromyotomy 6 
B. Resection Terminal Esophagus 2 
C. Gastrotomy for Hemorrhage 2 

D. Splenectomy-Aneurysm 
Splenic Artery 1 

Other Services 

1. Transthoracic Repair 11 


2. Transthoracic Repair And: 


A. Segmental Resection of Lung for Hamartoma 1 
3. Abdominal Repair And: 
A. Splenectomy 1 
B. Splenectomy and Excision 
Duodenal Diverticulum 1 


Cardiac arrest at the time of surgery in one patient 
operated on through an abdominal incision, and 
coronary thrombosis on the fifth postoperative day 
in a patient of ours account for the 2 deaths in this 
series. A sub-phrenic abscess requiring drainage 
complicated the postoperative course of one patient 
operated upon through an abdominal approach. The 
postoperative development of patchy atelectasis of 
the lung in 2 patients, pulmonary embolus in 1, and 
an acute psychosis in another did not lead to an 
appreciable increase in morbidity. In the imme- 
diate pestoperative period, 2 instances of temporary 
dysphagia were caused by too tight approximation of 
the crura about the esophagus. The 2 patients with 
resection of the esophagus and esophagogastrostomy 
developed a new stricture at the site of anastomosis 


> 


and require, as long as 2 years later, occasional dila- 
tations. It is suggested that esophagogastrostomy be 
abandoned because cf this late complication and that 
alimentary continuity be re-established by interpos- 
ing a free loop of the jejunum between the esophagus 
and stomach. Persistent chest wall pain following 
thoracotomy is occasionally observed and it was 
troublesome in 3 patients. Recurrence of the hiatus 
hernia in one required a second repair. Late rupture 
of the diaphragm at the site of the initial incision 
for repair of the hernia required re-operation and 
closure of the defect in another patient. Fifty-one 
of the 71 living patients have had upper gastro- 
intestinal roentgenographic studies six months to 

years after operation and in no instance has a recur- 
rence been cbserved other than the one previousl\ 


mentioned. 
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The 2 patients with massive hemorrhage requiring 
gastrotomy and ligation of the bleeding vessel at the 
time of hiatus hernia repair have remained asympto- 
matic for over a period of 2 years. One of the pa- 
tients with repair of the hiatus hernia and vagotomy 
has a persistent duodenal ulcer which requires a 
strict medical regimen for its control. Two patients 
show no improvement in symptoms following opera- 
Further studies dis- 
close in both an incompetent cardia situated below 
the diaphragm and reflux esophagitis. 


tive correction of the hernia. 


Failure to 
obtain relief can be ascribed to overlooking the de- 
velopmental defect where the fundus of the stomach 
does not lie at a much higher level than the cardia 
(Fig. 4b). Relief of symptoms in these 2 patients 
will require re-operation and suture of the terminal 
esophagus to the cardia. Four additional patients 
cannot be classified as entirely cured for they have 
a persistence of mild upper gastrointestinal symptems 
which are readily controlled by medication. Sixty- 
two (87 per cent) of 71 living patients subjected to 
surgical repair of hiatus hernia have been relieved 
entirely of their symptom complex (Table 4). 
TABLE + 


ResuLts Repair 73 Cases Hiatus HERNIA 


Died 2 
No Imp-ovement 2 
Improved 7 
Cured 62 (85%) 


CONCLUSIONS 
1. The frequency, intractable symptoms, and 
proneness of hiatus hernia to the development of 
catastrophic complications demand that all physi- 
cians be familiar with the characteristic symptom 
complex, pathogenesis of symptoms, methods of diag- 
nosis, and modalities of treatment. 

2. Repair of hiatus hernias can be safely executed 
and will relieve the majority of patients of their 
symptom complex. 

3. The excellent results obtained by repair of 73 
consecutive hiatus hernias warrant more serious con- 
sideration of this method of treatment in the future. 
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Cancer Film Bookings 


Hope in the thought that 75,000 lives in America 
need not be lost needlessly to cancer each year is 
the theme of a dramatic educational film recently 
added to the AMA Film Library. Titled “The Other 
City”, the film stresses the encouraging fact that 
doctors currently are saving one in three patients as 
compared with a previous one-in-four ratio. Setting 
of the film is Racine, Wisconsin. Four basic thoughts 
(2) 
(3) 


are developed: (1) Racine empty and lifeless; 


a symbolic representation of what cancer is; 


70 


how the 75,000 inhabitants of this token city could 
have helped save themselves, and (4) Racine alive 


and bustling. 


Produced by the American Cancer Society, the 
16mm color film runs 22 minutes and 30 seconds. 
It is suitable for showings on local television as well 
as for church, club and school gatherings. Medical 
societies may book the film through the AMA Film 


Library. 
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Systemic Lupus Erythematosus 
An Increasing Problem 


A Clinical Survey of 35 Cases 


a RECENT YEARS, systemic lupus erythema- 
tosus has become an increasing problem in clinical 
medicine and has been arousing more interest from 
an investigative standpoint!. Whether this is due 
to an actual increase or whether due to better methods 
of diagnosis and more awareness of the disease is 
difficult to say (Table 1)?. 


TABLE | 
INCREASED NUMBER OF CASES DIAGNOSED. 
1948-1955 (Dusots) 
1948-1949 11 
1950-1951 44 
1952-1953 35 
1954-1955 54 


Systemic lupus erythematosus is now classified as 
an inflammatory disease of the connective tissue, or 
as one of the collagen vascular diseases. Its exact 
cause is not known, but it is thought to be due to 
some type of hypersensitivity reaction. It is usually 
encountered between the ages of 10 and 40 years, 
is more frequent in females, and in light com- 
plexioned individuals. The disease may be either 
acute and fulminating with death occurring within 
a few days or weeks, or it may follow a_pro- 
longed subacute course over a period of some 10 to 
15 vears. Clinical manifestations are varied and may 
represent changes in a number of body systems and 
organs, such as the skin, joints, muscles, heart, kid- 
ney, lung, serous membranes, lymph nodes, and the 
central nervous system. The most helpful diagnostic 
test is the demonstration of the LE cell in either the 
peripheral blocd or bone marrow. Other helpful lab- 
oratory studies are the presence of a reversed al- 
bumin-globulin ratio, a leukopenia or a thrombo- 
cytopenia. 

The purpose of this paper is to record the clinical 
patterns established in 35 cases of systemic lupus 

Connective Tissue Group of the Medical Department of 
the Medical College of Virginia. 
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erythematosus that were observed over a five year 
period (1951-56) at the Medical College of Vir- 
ginia. In 32 cases the diagnosis was clearly defined 
and LE cells were found in the other three, although 
the clinical manifestations were atypical. Thirty- 
one were female and four male, 21 being white and 
14 Negro. The age of onset of the disease ranged 
from 13 to 63 vears: none in the first decade, seven 
in the second, seven in the third, six in the fourth, 
five in the fifth, three in the sixth, two in the seventh, 
and none in the eighth or bevond. In five cases the 
age of onset could not be established. Fourteen of 
these patients are known to be dead with the dura- 
ticn of the disease having varied from three months 
to 19 vears. 

The initial manifestations of systemic lupus ery- 
thematosus in this group of 35 cases were quite 
varied: 19 cases gave a history of joint involvement 
as the initial symptom, two dermatitis, two pyuria 
and hematuria, two malaise, one chest pain, one 
alopec ia, one chills, one anemia with jaundice, and 
one Raynaud's phenomena. In five instances the 
initial symptom could not be ascertained 

Fever is the most consistent manifestation of svs- 
temic lupus erythematosus, and all of these patients 
gave a history of having had fever either continu- 
ously or intermittently. Twenty-four cases had ex- 
perienced appreciable weight loss prior to diagnosis. 
(Table 2) 

Joint involvement was the most common early 
clinical manifestation in this series of 35 cases. In 
19 this was the initial symptom of the disease, and 
30 of the 35 cases had joint involvement as a major 
symptom at some stage of their illness. The knees, 
hands and elbows were the joints most frequently 
affected. The symptoms usually consisted of migra- 
tory arthralgia, and/or stiffness, and/or tenderness 
and swelling, and/or increased heat. Six patients 
showed joint changes compatible with rheumatoid 
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arthritis, but in the other instances there was no 
evidence of lasting or crippling disability. 


TABLE 2 


Variep CLINICAL MANIFESTATIONS 


Fever 35 
Joint Pains 30 
Mucocutaneous 28 
Butterfly 22 
Alopecia 8 
Nail Bed 5 
Palatal Ulcer 6 
CNS Symptoms and Signs 24 
Weight Loss 24 
Lymphadenopathy 23 
Pleurisy 20 
With Effusion 10 
Cardiomegaly 16 
“Allergy” 13 
Palpable Spleen 6 
Uremia 6 
“Cytoid Bodies” 5 
Raynaud's 2 


Twenty-eight cases exhibited some skin or skin 
appendage lesion during the course of their illness. 
All of the seven cases which did not demonstrate 
some type of dermatitis were LE positive. The muco- 
cutaneous manifestations consisted of the following: 
dermatitis, alopecia, nail bed changes, oral cavity 
ulcers, and subcutaneous nodules. The characteris- 
tic butterfly distribution of the dermatitis across the 
bridge of the nose was noted in 22 cases, with the 
lesion most often encountered being an erythematous 
macular eruption with scaling and pruritis. In some 
cases it was chronic and persistent; transient and 
recurrent in others. One patient volunteered the in- 
formation that her condition was improved by the 
‘sun, and another that the sun did not make her 
worse. No information was available from our rec- 
ords as to the effect of sun exposure in the other 
cases. Eight patients manifested noticeable alopecia. 
Dubois" has stated that changes around the nail beds 
are second only to the erythematous macular skin 
eruption of the face as being the most characteristic 
lesions of systemic lupus erythematosus. Five pa- 
tients showed these changes—usually a simple hy- 
peremia. Six patients manifested an oral cavity ulcer 
associated with their dermatitis. Subcutaneous 
nodules were noted in six cases, and in one of these 
the clinical picture was that of rheumatoid arthritis. 
Skin and lymph node biopsies in this series were not 
helpful in confirming the diagnosis. 


Renal involvement was a prominent feature in this 


series of cases. Twenty-three patients had increased 
protein in the urine, and 27 microscopic hematuria. 
Generally the hematuria was persistent, but minimal. 
Seven patients had a recorded urinalysis prior to 
their diagnosis of systemic lupus erythematosus, and 
four had microscopic hematuria. Twelve patients 
had a urine containing granular casts, and seven 
hyaline. These casts were not as persistent a finding 
in consecutive urinalyses as the red blood cells. All 
of the three pathological urine findings were noted 
in six patients. Sixteen patients exhibited low spe- 
cific gravities of all urines studied. Six patients had 
insufficient urinalysis data for study. Blood urea 
nitrogen determinaticns were made on 31 of the 35 
patients, and in six instances this was elevated and 
all of the patients died in uremia with hypertension. 
In 25 of the cases, the blood urea nitrogen was 
within normal limits. All of the patients who are 


now living have a normal blood urea nitrogen. 


Twenty-two patients had central nervous system 
symptoms of a varied character: confusion, dizziness, 
psychosis, depression, tingling, numbness, diplopia, 
headaches, blurring of vision, ‘“black-outs”’, loss of 
smell and taste, and nystagmus. Two patients had 
convulsions without an elevation of the blood urea 
nitrogen or the blood pressure and another, 34 vears 
old and normotensive, died with a right sided spas- 
ticity and deviation of the eyes to the left. 

Twenty-five had cardiac symptoms and/or showed 
signs of cardiac involvement. In the series of Har- 
vey et al’, 55° of the patients had detectable in- 
volvement of the pericardium, myocardium or endo- 
cardium at some time during their illness. Because 
fever and anemia are so frequently encountered in 
systemic lupus erythematosus, it was difficult to 
evaluate tachycardias, systolic murmurs, and accen- 
tuations of the pulmonic second sound. The elec- 
trocardiogram frequently showed nonspecific T wave 
changes. Pericardial friction rubs were noted in three 
cases; in one of these the blood urea nitrogen was 
elevated. The lack of autopsy confirmation in many 
instances made it difficult to rule out other etiologic 
factors as the cause of cardiac involvement. It is to 
be noted, however, that only six of sixteen cases 
with definite cardiomegaly were over 50 vears of 
age, and consequently it was not felt that hyperten- 
sion or arteriosclerosis was a prominent etiologic 
factor. There were eight instances of cardiomegaly 
in the absence of hypertension, half of whom were 
under 52 years of age. An elevation of the blood 
pressure was found in the five cases with uremia, 


in one presently being treated on cortisone, and in 
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one 58 vears old. Two patients demonstrated clin- 
ical features of Raynaud's disease. 

Symptoms of pleural involvement were present in 
20 cases, and in ten of these there was evidence of 
a pleural effusion. The pleural fluid from one of 
these was found to be positive for LE cells. Thirteen 
cases had pneumonia, and twelve gave a history of 
a constant nonproductive cough. Pathologic reports 
have classified the pulmonary lesions as follows: 1. 
Hyaline membranes in the alveolae; 2. Focal necrosis 
of the alveolar walls with capillary thrombi; 3. Areas 
of organizing interstitial pneumonia and hemor- 
rhage; 4+. Metaplasia of the bronchiolar epithelium. 

Gastrointestinal symptoms were noted in 18 cases, 
and consisted of the following: nausea, vomiting, 
diarrhea, irritable colon, constipation and rectal pain. 
In one instance the gastrointestinal involvement 
superficially resembled the sprue syndrome. Hepa- 
tomegaly occurs in systemic lupus erythematosus but 
is not an outstanding clinical feature; and jaundice 
is unusual. Seven patients had palpable livers, one 
of which was thought to be due to cardiac decom- 
pensation. One patient gave a history of having had 
anemia for 20 vears which was associated with 
jaundice. 

Lymphadenopathy was noted in 23 of the 35 cases 
and was usually described as a nontender enlarge- 
ment, most commonly noted in the cervical chains 
but not uncommonly distributed widely over the 
body. LE cells, a relatively late manifestation, were 
found in all 12 of the cases which did not show a 
characteristically prominent lymphadenopathy. In 
six cases the spleen could be felt, and in one instance 
both the liver and spleen were enlarged in the same 
patient. Thrombocytopenia was present in one Case 
showing splenomegaly. 

A leukopenia of 4,500 or less was noted in 17 
cases on the first day of admission to the hospital. 
These patients were receiving no medication. Seven 
of the patients who exhibited a leukocyte count over 
In the differential 


count the polymorpheneuclear leukocyte always pre- 


4,500 were on steroid therapy. 


dominated. Twenty-two cases had an anemia (hemo- 
globin of 11 gm. or less) which usually proved to 
be refractory to the usual forms of treatment. The 
Coomb’s test was found to be positive in seven out 
of 12 cases—two with a positive Coomb’s test had 
splenomegaly. Seven additional cases showed a plate- 
let count of less than 150,000 sometime during the 
course of the disease. In 12 additional cases in 


which laboratory data were available, the platelet 


count was found to be within a normal range. In 
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three of these the spleen was found to be enlarged. 
Other laboratory data were reported as follows: sedi- 
mentation rate elevated in 31; the albumin-globulin 
ratio reversed in 23, 16 of these having a lowered 
serum albumin with an elevated globulin fraction 
and seven having only a lowered albumin fraction 
with a normal globulin. The LE cell was demon- 
strated in 32. The three cases in which the LE cell 
was not demonstrated had a characteristic clinical 
picture of systemic lupus erythematosus. In three 
instances the LE cell was found, but the clinical 
picture was not typical of the disease. 

In this series 13 reactions assumed to be due to 
hypersensitivity were recorded, but almost invariably 
they were manifested after the diagnosis of systemi 
lupus erythematosus had been made. These reac- 
tions were attributed usually to some type of medi- 
a blood transfusion, and/or were mani- 
Harvey! 


pointed out that, with other suggestive clinic al symp- 


cation or 
fested by an urticarial skin eruption. 
toms which may not be diagnostic, the finding of a 
retinal cytoid body when hypertension and diabetes 
are not present is a helpful point in the differential 
diagnosis of systemic lupus erythematcsus. Five 
cases had cytoid bodies without an elevation of blood 
pressure or diabetes. These bodies were present only 
when a clear pattern of the disease had already been 


established. 


SUMMARY 


1. Thirty-five cases of systemic lupus erythema- 
tosus observed at the Medical College of Virginia 
during a five year period (1951-56) have been pre- 
sented. 


2. The absence of a positive LE cell demonstra- 
tion did not exclude the disease if other prominent 


svm} toms were present. 


3. Many signs point to the disease as being one 
that involves primarily the connective tissues with 
many and varied clinical manifestations of the joints, 
the kidneys, the central nervous system, the hemo- 
tological components, the heart, the skin, the lungs, 


the gastrointestinal tract and the lymph nodes. 


4. Pulmonary and renal involvement was asso- 
ciated most often with a fatal outcome. 

5. In our series a thrombocytopenia was not cor- 
related with a palpable spleen. 

6. Leukopenia was associated with an exacerba- 
tion of the disease in the majority of these cases. 


7. Systemic lupus erythematosus was not asso- 


13 : 


ciated with an elevated blood pressure unless renal 
involvement with nitrogen retention was present. 
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‘*Mood-alerting drugs” combined with good nu- 
trition may help prevent mentally ill patients from 
being committed to mental hospitals, according to 
a Michigan psychiatrist. Writing in the November 
30 Journal of the American Medical Association, 
Dr. John T. Ferguson, Traverse City, Mich., said 
general practitioners ‘“‘may well take the lead in 
preventive psychiatry” through the use of drugs and 
good nutrition and the practice of the art of medicine. 

He reported on the use of various neuropharma- 
cological agents among patients with chronic mental 
illness at Traverse City State Hospital. The study 
has been conducted for four years. 

In that time the new drugs, “together with the art 
of medicine as practiced by family doctors,” have 
brought about many changes in the patients and the 
hospital. The number of wards for disturbed patients 
has been reduced from four to one and the number 
of open wards has been increased from three to 
four. The housekeeping is excellent, the nursing 
care has improved, and shock, sedation, and seclu- 
sion have been practically eliminated. The patients 
have taken a new interest in life and the atmosphere 
of the wards has become a happy one, although 
the number and type of personnel remains the same. 

At the start of the program, only tranquilizers 
were used, but it was found that they helped only 
the overactive patients. Then analeptics (drugs that 
increase activity) were given to the more repressed 
patients. Eventually combinations of these drugs 
were given. They produced what may be called a 
“deep-change” in the patients, Dr. Ferguson said. 
It is a change within the patient that enables him 


May Help Prevent Mental Illness 
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to respond to other treatment methods and to par- 
ticipate in a rehabilitative program. 

The combination of tranquilizers and analeptics 
was especially effective in confused, disoriented, 
and mildly overactive elderly patients, although the 
reasons for it are not understood. The improvement 
does, however, give the hope that further research 
and newer drugs will soon make it possible for doc- 
tors to lessen, control, and ‘even prevent mental 
changes now associated with senility.” 

Early in the program a direct parallel was noted 
between the physical well-being of patients receiving 
drugs and their rate and degree of improvement. 
Therefore, all medical and surgical problems of the 
patients were found and treated. 

In addition, special diets and extra feedings high 
in minerals and vitamins were begun. Patients who 
had reached a “plateau” in improvement on drugs 
alone improved further when they were given sup- 
plementary diets. This was especially marked among 
elderly patients. 

As the patients became more manageable, the at- 
titude of the staff also changed. This brought about 
better understanding and more considerate treatment, 
which in turn benefited the patients. 


In conclusion, Dr. Ferguson pointed out that the 
drugs by themselves or even when incorporated into 
a total hospital program will not empty the mental 
hospitals of the country. However, “by combining 
them with nutritional therapy, family doctors may 
hope to prevent commitment of mentally ill patient: 
encountered in their home and office practices.” 
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T HAS BEEN SAID that a doctor should be a 

physician first and a citizen second. Certainly, 
we are citizens and as such have obligations to 
our community, dealing with current problems, civic 
and otherwise, that require attention and study in 
their direction or solution. These are legion in 
number, but there are some in particular in which 
our training could be used to good advantage. Among 
these are problems arising in connection with our 
aging population which problems are becoming of 
increasing magnitude and cost. 

In 1900, 4.1°¢ of our population were over age 
sixty-five. In 1955, 8.27 were above this age and 
by 1975, it is estimated that 13% will be above age 
sixty-five, making a total of approximately twenty- 
two million. 

The principal causes of death have been reversed, 
as you know, from what they were fifty years ago. 
The degenerative diseases account for the major part 
of our mortality instead of the infectious ones. For 
example, in 1956, 56° of the deaths were due to 
cardiovascular disease, 1847 were caused by cancer, 
and 6.2°¢ to accidents, making a total of 80%. Life 
expectancy at birth today for the white male is 
67.3 years; the white female, 73.6 years; the non- 
white male, 61.2 years; and the non-white female, 
65.9. The overall life expectancy today is 69.5 vears 
as compared with the average expectancy in 1900 
of forty-seven years. 

The attitude of society toward the aged has varied 
from one of veneration in the East to almost brutal 
neglect in the Western civilization in the past cen- 
turies. Only within recent vears and of necessity 
have we adopted a more sensible and realistic ap- 
proach to their problems. In our country, this prob- 
lem has been approached from an economic stand- 
point by the Government in the form of Social Se- 
curity and by private industry in the form of 
pensions. The ege selected for retirement under the 
Social Security System, as you know, is sixty-five 
for men and more recently sixty-two for women, in 
spite of the fact that women have a life expectancy 
of six vears greater than men. Why was the age of 
sixty-five selected as the age of retirement and why 


has it been so stubbornly and strictly adhered to? 


Is there anv scientific or logical basis for such at 
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the present time? At the turn of the century, such 
an age might have been realistic for expectancy at 
birth was only forty-seven years. The average per- 
son today at age sixty-five is in much better condition 
physically and mentally than when the idea of 
retirement at sixty-five was first advanced. Just 
why the concept that man is unable to provide 
for himself after this age and that he wishes nothing 
more than to be provided for by the community or 
state is so strongly entrenched in industry and gov- 
ernment is difficult to determine. 

Medical evidence and practical experience attest 
to the fact that no great change in the degree of 
efficiency, usefulness, and productivity of the aver- 
age man is noted at this age, nor is retirement at 
age sixty-five the wish of the major part of those 
approaching this age limit. 

Repeated surveys have been made of the rates and 
facts about retirement and the findings are thought 
provoking and revealing. One of the most recent 
is that of a nationwide survey made by the Survey 
Research Center of the University of Michigan at 
Ann Arbor. It reveals that four out of five American 
men now working would like to continue working 
after age sixty-five even though they should inherit 
enough money to live comfortably without a weekly 
paycheck. Some would wish to use the opportunity 
to change their type of work if they could, but 3,/5 
to 2/3 of the nation’s men in the middle-class jobs 
would stick to the work they are doing. Professional 
men employed by others and sales personnel claim 
that their work is too interesting or provides too 
much prestige to quit. Skilled labor states that life 
without work would not seem to be worthwhile. Among 
the different classes interviewed, the study reveals 
that only the unskilled worker showed a decided 
difference in their attitude toward staying on the job. 
Almost each one of them would quit if it were 
economically possible. 

In the not too distant future when the public 
becomes more aware of what Social Security is cost- 
ting and of the utter disregard for the potential 
productive power of this group, a demand will be 
made, I believe, for a change in the retirement age 
as provided in the Social Security system. It is 


difficult for me to believe that a country like ours, 
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even with its vast resources, can continue to support 
such a large part of its population totally unpro- 
duciive and totally dependent. Checks are going out 
monthly now from the Federal Government under 
the Social Security Act to over ten million people, 
with an average size check of $63.91. In another 
fifteen to twenty years, the aggregate of such checks 
could amount to one and one-half to two billion 
dollars monthly. Our responsibility, therefore, it 
seems to me, is to work with industry and with gov- 
ernment and with every means at our disposal for 
a sound and more flexible plan of retirement not only 
for economic reasons, but for the happiness and 
welfare of the peo} le as a whole. 

‘Putting people out to graze”, as the old saying 
goes, is one of the most destructive and wasteful 
operations in life. That is contrary to our basic 
concept of dignity of the individual which we ex- 
pound so freely. Loneliness, a feeling of not being 
wanted, lack of productivity and security becomes 
the lot of thousands of older people who have had 
pride and enjoyment in the performance of their 
work. As a result, many lose interest in life, become 
chronic misfits with attendant problems for society 
and many become mentally depressed as is attested 
by the admission rates to mental hospitals. The 
number of persons in this country from 1900 to 
1950 has doubled. Those above age sixty-five quad- 
rupled, but the number of admissions to mental 
institutions above age sixty-five has been multiplied 
nine times. 

Many other problems are involved in aging from 
a civic standpoint, but time will permit me to men- 
tion briefly only a few of them. The question of prep- 
aration for retirement is one that is giving us con- 
cern. This problem will require the best efforts and 
thinking of organized labor, management, medicine, 
and social welfare agencies. Certainly the counsel 
of the medical profession in the approach to and 
solution of this problem cannot be minimized. 

It is becoming increasingly difficult, too, for one 
seeking employment to obtain it after ages forty to 
forty-five. This in part is due to the provisions of 
retirement that have to be made by management and 
organized labor and in part to the erroneous concept 
that the major part of a man’s usefulness is behind 
him at that age. We know of the potential produc- 
tive power there and it is up to society to avail itself 
of its use. During the recent war, when manpower 
was at a premium, people within this group and 
those above age sixty-five did an outstanding job. 
What they may have lacked in speed and agility 
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Was compensated for in interest, know-how, and 
loyalty to the job. 

Another problem inherent in aging is that of 
providing ample facilities for the care of the aged 
which is most important. Nursing homes with ade- 
quate equipment, care, and facilities are relatively 
few in number. Private industry, instead of Govern- 
ment, should provide such and on a basis which the 
average individual can afford. In referring to this 
problem, I do not mean to infer that it is the 
obligation and responsibility of the medical profes- 
sion alone, but we do have an obligation to society 
to direct its thinking along the proper channels if 
we hope to effect a satisfactory solution. 

The Gerontologists vow that they are not only 
going to “add years to life but life to years”. Can 
anyone deny that continued activity and work is not 
essential to this goal? Likewise, can anyone deny 
that our present economic order is at cross purposes 
with this concept ? 

Another problem facing us today is the cost of 
medical care and how it is to be financed. The pub- 
lic has elected to pay for the major cost of their 
illnesses as well as most of their bills of any sig- 
nificance on a prepayment or budget basis. This 
method of payment has come about by the changes 
in our overall economic system. Most physicians 
would prefer to retain their old system of arranging 
the fee for the service rendered in each case per- 
sonally between himself and the patient. That, how- 
ever, seems to be contrary to the wishes or methods 
of the public and if we are to retain any remnant 
of our basic freedom, the doctor-patient relationship, 
it looks as if we shall have to fall in line. Distribu- 
tion of medical care is a social problem and is being 
demanded by all strata of society. Making that care 
avaiable to all who are not medically indigent at 
a cost that they can afford to pay on a prepayment 
or budget basis is our job. If this is not done, the 
Federal Government will take over. 

History shows, so someone has said, that socializa- 
tion begins with medicine. If this statement is not 
correct, we know that it has played a large part in 
the socialized state. Many physicians in this country 
are of the firm conviction that if it had not been for 
the Blue Cross and Blue Shield plans, this country 
would have gone down the road of medical regi- 
mentation as has England and many other countries 
which have succumbed to this form of state domina- 
tion. Within the past year, the following statement 
was made before the Tenth Clinical Meeting of the 
American Medical Association by one of its past 
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presidents: “Today's professional freedom to be a 
private practitioner of medicine, instead of a slave 
of Government, is due solely to Blue Shield, the 
physician’s answer to socialized medicine.” 

Blue Cross, as you know, had its beginning at 
Baylor University in Texas in the mid-1930's during 
the depression and the plan proved to be successful. 
The idea spread to the Northwest where a similar 
prepayment plan was put into effect for medical care 
in the states of Washington and Oregon. In the early 
1940's, extreme pressure was brought to bear upon 
the Federal Government to provide medical care 
end it was at this time that the American Medical 
Association took an active part in encouraging the 
development of prepayment plans by the medical 
profession. Shortly after this, around 1944 or 1945, 
the larger insurance companies saw the handwriting 
on the wall. They knew that if Government could 
provide for medical.care, it likewise could provide 
all of the insurance that the public needed. As a 
result, they entered this field largely as a public 
service and to prevent, if possible. the further in- 
trusion of Government in private enterprise. The 
results have been very dramatic as is attested by a 
report of May 1, 1957, from the Health Insurance 
Council which reveals that 118,000,000 people are 
now covered by hospital insurance; 103,000,000 by 
surgical protection; 67,000,000 by some form of 
medical expense; and 10,000,000 by major medical 
expense. In spite of this phenomenal growth in 
prepayment medical care, the trend of socialization 
of medicine in this country has not been eliminated. 

According to a recent report submitted by the 
American Medical Association on the Veterans Ad- 
ministration, old age benefits in medicine, Medi- 
Care, and other trends we can readily see that this 
trend is ever present, and I quote: ‘National legis- 
lators have not held back on the sponsoring of many 
health and medical bills. They cover just about every 
Most of 
them never get past the Committees. But, as an 


phase of medicine and human welfare. 


indicator of the growing interest in health legisla- 
tion, the following figures on the bills introduced 
are illuminating, namely, 250 measures in 1951-52 
in the Eighty-Second Congress, 407 measures in 
1953-54 in the Eighty-Third Congress, and 571 
measures in 1955-56 in the Eightv-Fourth Congress. 

“Some of the greatest activity in the health field 
has involved laws and amendments to laws that 
widen the scope of medical care for Federal hene- 
ficiaries. The latest is Medi-Care voted last vear 
for military dependents. Today nearly one out of 
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every four persons, including twenty-two million 
veterans, is eligible to receive these benefits at no 
cost for some degree of medical care from the Federal 
Government.” 

As citizens, we owe it to ourselves to take an 
active part in civic affairs which have to do with 
the various social and welfare agencies, community 
health programming and planning, education, recre- 
ation, etc. Too often, we have failed to establish 
vital contact with such groups which failure has 
not been in the best interest of the community or 
of ourselves. If leadership in fields particularly 
relating to our profession is not proffered by us, it 
will be filled from other sources. 

And finally, we have the obligation, too, to con- 
tribute in proportion to our material means to the 
Community Chest and other community projects 
the same as other citizens. We, as a group, have 
been criticized and rather severely in the past along 
those lines. The same criticism has been applied to 
other professional groups in our city. This criticism, 
however, does not seem to be particularly local to us 
for one of the recent past presidents of the American 
Medical Association had this to say in the Opening 
General Assembly before the Tenth Clinical Meet- 
ing of the American Medical Association in Seattle, 
Washington on November 27, 1956; ‘*Too frequently 
we feel that we contribute so much free service to 
patients that we should not even be asked to con- 
tribute to the voluntary charities of our communities 
There is no more fallacious argument than that. 
We probably as a class have the best incomes in the 
community, and we are just as much if not more 
obligated to do our fair share financially as are any 
other members of the community. This one great 
failure of ours causes our patients and friends to 
raise their evebrows when we fail to meet voluntarily 
our fair share of community giving, and I am sorry 
to say that we have failed miserably in this aspect 
of our community obligations.” 

As a group, we receive preferential treatment by 
all strata of society and of government. Is it not 
more than right that the relationship should be 
reciprocal ? 
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February Is 


The Month of Hearts is February. Not only is 
it the month for special expressions of sentiment 
from one heart to another, it is also the month for 
giving special consideration to the health and wel- 
fare of one’s own heart and the heart of everyone 
he loves. For the Virginia Heart Association, its 
chapters and councils, as well as for the American 
Heart Association—whose particular interest is heart 
health—February is Heart Month. 

Whatever our way of life, our future depends 
upon our heart. No one is immune to heart disease. 
Since ten million Americans suffer from heart dis- 
eases, the lives of millions now living may depend 
on the speed with which medical science discovers 
ways of preventing and treating hardening of the 
arteries and high blood pressure. These two dis- 
orders account for nearly 90 per cent of all heart 
and ¢ irculatory diseases. 

During the past nine years more than 25 million 
Heart Fund dollars have been allocated for heart 
research. Part of this fund was contributed by Vir- 
ginians to support various phases of the Heart pro- 
gram of research, education, and community services. 
Heart associations in Virginia are conducting a 
number of ‘Heart’ activities 

Four heart research projects are being supported 
at the Medical College of Virginia and at the Uni- 
versity of Virginia School of Medicine. In addi- 
tion, two cardiovascular fellowships in internal med- 
icine and two fellowships in cardiovascular surgery 
are being supported at the same institutions. These 
fellowships are for the continuing education of 
graduate physicians who have shown outstanding 
ability and interest in the field of heart disease. 
Financial support for the studies in Virginia amounts 
to 330.000. 

For the 1957-58 fiscal year an additional $42,000 
raised by Heart associations in Virginia went to 
the American Heart Association for support of its 
national research program. “Heart research any- 
where helps hearts everywhere.” 

Through films, exhibits, radio and TV programs, 
the conduct of study units on heart diseases, and the 
services of speakers, the Heart educational program 


is carried to the public. Professional seminars are 
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Heart Month 


held for physicians, nurses, teachers, and allied pro- 
fessional groups. Summer scholarships are provided 
for high school science teachers for the study of the 
major diseases of man. Educational programs in 
the prevention of rheumatic fever are being conducted 
Heart 


models are being donated for use by student nurses 


throughout Virginia for the general public. 


and high school science classes. 

Community service programs designed to help 
heart patients live useful, happy lives are being 
conducted in various localities throughout Virginia. 
These include an occupational workshop, a demon- 
stration home care program to enable cardiacs to be 
released from hospitals to the care of their personal 
physicians earlier than normally would be expected, 
loan closets of sickroom equipment for homebound 
heart cases, and five diagnostic heart clinics for the 
indigent. Local Heart chapters have provided equip- 
ment to clinics and hospitals and oxygen inhalators 
and tents to several rescue squads. Virginia Heart 
Association has allocated $3,000 for the purchase, 
this fiscal year, of oxygen equipment for rescue 
squads and life saving crews in areas not served 
by local Heart associations. One chapter is support- 
ing a blood vessel bank, making vessels available to 
surgeons for replacement of diseased blood vessels. 
Another chapter has established a work evaluation 
unit to determine a cardiac patient’s work capacity 
in order to fit him to his job. The Virginia Heart 
Association helps to support the Virginia Craft 
Guild which develops the production of quality 
handicraft by disabled persons. 

During the month of February the Virginia Heart 
Association, its chapters and councils, will conduct 
a campaign to raise funds for the continuation and 
development of Major General 
John T. Sprague, United States Air Force (Ret.), 
is campaign chairman, and Mrs. R. G. Boatwright, 


Heart programs. 


Coeburn, a past president of the Virginia Federation 
of Women’s Clubs, is co-chairman. 

Since no one is immune to heart disease, everyone 
is asked to contribute to the Heart Fund, remember- 
ing that when he helps his Heart Fund, he is help- 
ing his own heart. 


—E.HS. 
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The Responsibility of the Medical Profession 


In the Prevention and Care of 


Automobile Crash Injuries and Deaths 


URING the past thirty years the number of 

automobiles has increased three times, from 20 
to 60 million. The death rate per 100 million miles 
which was 19 thirty years ago has now been reduced 
to 6.4. The credit for this happy result is due to 
the automobile manufacturers, the police and the 
many fine, local, state and national safety organiza- 
tions, whose indefatigable work over the years made 
this reduction possible. Unfortunately this figure is 
now practically a static one, and only by running 
hard can we hope to stand still. 

The doctors who are called upon to pronounce 
death or treat these unfortunate victims, night and 
day, are greatly concerned with the fact that, al- 
though the rate is now down to 6.4, there is a slow 
but steady increase in the total number of deaths and 
injuries, which this year is expected to reach at 
least 40,000 and one and a half million. Of this 
number of injured 20% will be classified as from 
severe to critical. In all our wars less than one mil- 
lion men have been killed. The automobile ccunted 
its one millionth victim more than four years ago 
and the rate has been accelerating since with in- 
creased horse power. 

The number one health problem in this country 
today is the carnage created by the automobile. The 
Institute of Life Insurance says highway accidents 
in the past four years cost them more than did World 
War II. 

Cardiovascular diseases and cancer are our lead- 
ing causes of death but the automobile rate is close 
behind if figured on man years of life lost, for the 
first two are primarily diseases of the older age 
groups whereas the automobile fatality rate is high- 
est in our younger age group. 

: From the Department of Otolaryngology, University 
of Virginia Hospital, Charlottesville. 

Woopwarp, F. D., Chairman—A.M.A. Committee on 
Medical Aspects of Automobile Crash Injuries and 
Deaths. 

Read at the annual meeting of The Medical Society 
of Virginia, Washington, D. C., October 29, 1957. 
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FLETCHER D. WOODWARD, M.D. 


Charlettesville, Virginia 


In a search for the causes of this tragic toll each 
year, three factors stand out above all the rest. 

1) The drinking driver: He is estimated to be 
involved in one half of our fatal crashes. 

2) The speeding driver in one third. He is also 
listed as reckless, driving on the wrong side of the 
road and is a frequent contributing factor in the 
drinking driver crashes. 

3) Poorly designed automobiles from a safety 
standpoint. For instance, the average steering wheel 
collapses on impact at 12 m. p. h. leaving the steer- 
ing post as a lethal projection. Also, an unrestrained 
passenger is unable to protect himself frem injury 
on impacts of 12 m. p. h. and, if thrown out, his 
chances of being killed or injured are twice as great. 
The many projecting buttons and knebs and un- 
padded areas, along with many other poorly de- 
signed features, also contribute to the large number 
of deaths and injuries directly due to poor design. 

It is welcome news that the Automobile Manufac- 
turers Association have now agreed to minimize 
speed, acceleration and horse power in their adver- 
tising, and I am sure the average voungster will be 
less inclined to check on these fantastic claims if he 
is not daily confronted with them. I also believe 
their assumption that the average mental age of the 
buying public is twelve vears will have to be revised 
upward. 

As a result of our studies we are convinced that 
if drinking driving, speed and recklessness are con- 
trolled and if improvements in automobile design 
are provided the present appalling toll of deaths 
and injuries can be substantially reduced, perhaps 
by one half. We are further convinced that enough 
facts are at hand to accomplish this goal now. 

A certain basic number of accidents are inevitable 
in our complex and mobile society but the number 
If 20,000 lives can be 


saved each vear by employing these suggestions, then 


is at present far too high. 


why not let’s employ them? 
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If the doctors had waited until all the facts were 
at hand before starting the control of typhoid, small- 
pox, malaria, vellow fever, venereal disease and polio 
as examples, then the control of these scourges would 
have been long delayed, and since we now have 
enough facts to begin the control of our number one 
public health problem then it is certainly the doc- 
tor’s business to advocate and employ these preven- 
tive measures. 

Since the number one killer is a drinking driver 
and since repeated tests have shown that driving skill 
alcohol of 0.03 to 
then let’s make 0.05 the critical blood level 


for conviction instead of 0.15, a far too generous 


deteriorates at an blood level 


0.05, 


figure. Let’s make the employment of chemical tests 
mandatory in suspected cases or else provide an im- 
plied consent law. Let’s make the results of chemical 
tests acceptable as evidence, and finally let’s enact 
and ‘enforce adequate laws without fear and with 
complete impartiality. 


Speed is our number two killer. We now have 
many limited access super highways and, with un- 
limited horsepower, the timing between safety and 
crashing is only a split second. Since the motorist 
is still an average, and not a super, driver we must 
be realistic in establishing speed limits and ruthless 
in their enforcement. 30 m. p. h. in urban zones and 
60 m. p. h. on the highway during the day and 55 
m. p. h. at night are certainly reasonable, and if the 
traffic tolerance for the 
violator there should be no valid objection to them 


officer allows a 5 m. p. h. 
or their enforcement. Of course, these limits should 
be uniform throughout the country. 

According to the conclusions of McFarland and 
Moore whose recent article was published in the New 
England Journal of Medicine, more continuous atten- 
tion is required of the driver of a motor vehicle 
than of the operation of any other type of vehicle 
and that the attributes with the greatest bearing on 
accident rates are low intelligence, youth and weak 
or absent responsibility. In other words, “a man 
drives as he lives.” In addition to the personality 
factors is the physical condition of the driver. Fa- 
tigue is always a danger. Sedatives and tranquiliz- 
ing drugs can dull a driver’s skill and the rates 
soar with the increased consumption of alcohol. 

In order to combat speed as a killer let’s ask for 
more traffic officers and back them up with adequate 
laws and enforcement. 

As for the number three killer of automobile de- 
sign we must again educate the public to demand 


safety features as standard equipment, and in order 
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~td hasten this day we must back the thoughtful 
members of Congress who are at this time consider- 
ing federal legislation to require the various manu- 
facturers to meet certain basic and proven safety 
features in their product. 
As it stands today the destiny of thousands rests 
in the hands of a ccmparative handful of men who 
are the designers and automotive engineers. They 
decide what next vear’s cars are to be like, without 
benefit of medical advice or consultation. Many use- 
ful life saving suggestions have been made over the 
years and have been consistently ignored. 

The American Medical Association realized that 
a certain undetermined percentage of accidents are 
caused directly or indirectly by medical conditions, 
drugs and other related physical factors and that it 
Was our first duty to clean our own house. 

To this end the Board of Trustees of the American 
Medical Committee to 
study the medical aspects of automobile crash in- 


Association established a 
juries and deaths in 1955. This Committee spon- 
sored a symposium on this subject in June 1956 at 
the Chicago Meeting. It is now preparing a book 
to serve as a guide to physicians in determining 
fitness to drive as related to the medical background 
of the individual. When completed this book will 
advise the physician relative to his patient's driving 
limitations that may be involved in: (1) physio- 
logical states, (2) pathological conditions, (3) emo- 
tional disturbances and (4) drugs and alcohol. 

In addition to the guide to physicians a pam- 
phlet will be written at the popular level concerning 
the more commonly encountered medical situations. 
The patient will then have the advantage of some- 
thing in print which will guide him as to whether he 
should or should not drive, and if so under what 
safeguards. 

There is little doubt that a great deal of atten- 
tion must be given to the very serious question of 
who shall be permitted to drive an automotive vehicle 
and who shall be denied that privilege. We em- 
phasize that driving should be a privilege and not 
a right. 

The third objective is to develop better medical 
standards for driver licensure. A guide will also be 
prepared for examining police officers and for state 
agencies concerned with licensing. We hope that each 
State Medical Society will appoint a committee on 
Traffic Safety which would be in a position to advise 
and assist state driver licensing bodies in their 
efforts to improve medical standards in licensing. 
Similar Traffic Safety Committees should be ap- 
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pointed by County Medical Societies. They would 
promote the extension of emergency first aid train- 
ing to as many citizens as possible. This training 
will be of value not only with the reduction of the 
severity of automobile crash injuries but also will 
serve the needs of Civil Defense. We also feel that 
it is desirable to equip all automobiles with first aid 
kits. 

Related to first aid is another objective which is 
to see that proper and adequate emergency transpor- 
tation is provided in their local community. We hope 
to accomplish this work through State and County 
Medical Societies. Since the drivers of ambulances 
frequently abuse their privileges we feel that all 


sirens should be removed and that the ambulance as 


well as all other emergency vehicles should obey all 


traffic regulations. 

As citizens and physicians we feel that accredited 
driver training schools should be established fer all 
high school level students. Similar schools should 
be provided for the public, and all applicants for 
licensure and all re-applications after suspension or 
revocation of their license should be required to pre- 
sent a certificate from such a school, certifying that 
they have successfully passed the course. In addi- 
tion to the driver training school certificates we hope 
the day will soon come when a certificate from a 
physician will also be required, certifying to the 
physical and mental fitness of the applicant. 

Referral clinics staffed by physicians and psy- 
chologists should also be established. It would be 
their duty to pass on the fitness to drive of repeat 
offenders, those referred to it by the police, the court, 
the physician and those past 65 vears of age at the 
time of their date for re-examination. 

As to definitive care of the injured the physician 
is justifiably proud. The results in World War II 
were much better than World War I. There was a 
further improvement during the Korean conflict. 
Prompt and efficient first aid, better and prompt 
transfusions, the treatment of shock, more blood 
transfusions, better anesthetic techniques, the use 


of antibiotics to control infection and improved 
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surgical techniques were all responsible for this 
gratifying improvement. 

The A. M. A. Committee intends to invite repre- 
sentatives from all State Medical Societies to meet 
with them in San Francisco in June 1958, at the time 
of the annual meeting. A uniform group of objec- 
tives will be presented for discussion and considera- 
tion by all State Medical Societies. 

As evidence of the interest in the subject by the 
entire medical profession and the conviction that 
something can and should be done toward prevention 
of accidents and injuries, I wish to quote a resolu- 
tion ad ypted by the House of Delegates of the 
American Medical Association at its meeting in Bos- 
ton, December 1, 1955. 

Whereas, Traffic accidents in the United States 
claim 38,000 lives and 1,250,000 injured each vear 
with a probable 45° increase in vehicle mileage in 
the next ten years and 

Whereas, The death and accident toll could be 
materialiy reduced through improvement in auto- 
motive safety design and construction and 

Whereas, All other modes of public transportation 
except automobiles are already safe guarded by Fed- 
eral safety standards: 

Therefore be it Resolved: That the American 
Medical Association through its House of Delegates 
strongly urges the President of the United States to 
request legislation from Congress authorizing the 
appointment of a National Body to approve and 
regulate safety standards of automobile construction. 

On January 9, 1956, Dr. George F. Lull, Secre- 
tary and General Manager of the Association, ad- 
dressed a letter to President Eisenhower in which he 
directed attention to this resolution. 

The magnitude of this problem is well recognized 
by the medical profession. The epidemiology is un- 
derstood. The remedy is known and available, so 
why not let’s get on with the treatment ? 

400 Locust Avenue 


Charlottesville, Virginia 
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Automobile Accidents 


HE IDEAL WAY to prevent death and injury 
from automobile accidents is, of course, to pre- 
vent the accident. However, this approach alone has 
not been sufficiently effective in the past and I doubt 
very much if it will be in the foreseeable future. 
Despite the intensive efforts which have been made 
by law-enforcement agencies, safety councils, legis- 
lators, highway engineers, automotive engineers, and 
others, automobile accidents continue to cause death 
and suffering. While the death rate per 10,000 ve- 
hicles on American roads has dropped from 8.7 to 
6.2 and the death rate per 100,000,000 vehicle miles 
has dropped from 8.8 to 6.4 over the last ten years, 
the death date per 100,000 population, which reflects 
the true effect of accidents on the American public, 
was 22.8 in 1947 and was 23.9 in 1956. During these 
ten years this death rate has varied only from a low 
of 21.3 in 1949 to a high of 24.3 in 1952.? Because 
of the increased number of vehicles on the American 
road and the increased number of miles they are 
driven, the effect of automobile accidents on the 
American public is remaining about the same, despite 
all of our safety and accident programs and great 
improvement in our highways, our motor vehicles, and 
our traffic control. It is probably impossible to make 
any estimate of how much effect improved surgical 
and hospital care, including the availability almost 
everywhere of adequate quantities of blood, and anti- 
biotics, have had in holding down the death rate, 
but it undoubtedly has been considerable. 

It is only within recent years that attention has 
begun to swing toward the prevention of injury 
when accidents do occur. At first glance, this might 
seem somewhat fatalistic in outlook, but the fact 
remains that despite all of our efforts accidents do 
occur and probably will continue to occur as long 
as fallible human beings drive automobiles, since 


most automobile accidents, like aviation accidents, 

R. ARNOLD GriswoLp, M.D., Member, Sub-Committee on 
Engineering Aspects of Automobile Injuries and Deaths; 
Member of Committee on Trauma of the American Col- 
lege of Surgeons. 

Presented before the annual meeting of The Medical 
Society of Virginia, Washington, D. C., October 27-30, 
1957. 
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The Prevention of Injury in 


R. ARNOLD GRISWOLD, M.D. 
Louisville, Kentucky 


are due to “pilot error’ rather than to defects in 
the highway or the automobile. 

In considering the prevention of injury when 
accidents occur, certain trends in deaths and injuries 
over the vears are of interest. As might be expected, 
accidents involving animal drawn vehicles or ani- 
mals have decreased markedly, as have accidents 
involving street cars. Accidents involving railroad 
trains have decreased slightly, while accidents involv- 
ing other motor vehicles, fixed objects, and non- 
collision accidents have increased. Perhaps the most 
striking trend has been the decrease in pedestrian 
deaths—from a high of 15,500 in 1937 to a low of 
7,950 in 1957—a decrease of 50% in 20 years. 
There has, of course, been a corresponding increase 
in deaths of automobile occupants.’ Pedestrian deaths 
are most common below the age of 14 years and from 
50 years upward, with sharp increases in the upper 
age groups. The low incidence of pedestrian deaths 
in the teen-age and young adult groups quite likely 
is attributable to pedestrian safety education in most 
schools for the last 20 or more years. This suggests 
the advisability of requiring formal approved driver 
training courses before the issuance of drivers li- 
censes. The high incidence in the older age group 
is probably due to increasing defects of eyesight, 
hearing, and agility. It is of interest, also, that 
in the state of Delaware, where it is the policy of 
the State Police to obtain blood samples from all 
victims in fatal automobile accidents, that 83° of 
the adult pedestrians killed have been drinking and 
70% had .15°¢ or more alcohol in the blood, indi- 
cating intoxication. In another small series of fatal 
pedestrian accidents in Montana, 237 of the victims 


had been drinking and in reports from 19 states 
22% had been drinking. In 1956, country-wide, 
66% of the deaths occurred at speeds of 50 miles 
per hour or less which are generally considered safe 
speeds. Fifteen per cent occurred at speeds from 51 
to 60 miles per hour, 10‘% at speeds from 61 to 70, 
and 9% at speeds of 71 miles per hour and over. 
Thus one sees that practically two-thirds of the 


deaths occur in accidents at low or moderate speeds.! 
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Dangerous speed is a relative rather than an absolute 
factor, but hurry at any speed may be fatal. 

It may be of interest to review some of the past 
influence of automotive design on injuries. Many 
of us can remember when one of the most frequent 
injuries was the fractured wrist from a kick-back 
while cranking the car. At one time many severe 
lacerations were caused by sharp plate glass which has 
been replaced by safety glass. In the day of high 
wheels and two-wheel brakes, the “bumper fracture” 
was a fracture in the region of the knee joint. Some- 
time in the 30’s when smaller wheels and four-wheel 
brakes with change in weight distribution caused the 
front bumper to dip downward when the brakes were 
applied, the bumper fracture became a fracture of 
both bones of the leg well below the knee. The 
“traffic elbows” which occurred in side-swipe acci- 
dents when an occupant’s elbow was resting outside 
the door have decreased, probably due to changes 
in interior design, making it more uncomfortable to 
keep the elbow in this position for a long length 
of time. At one time many doors were hinged at 
the rear, causing them to fly open by wind pressure 
if insecurely latched, and many people were pulled 
into the highway when attempting to adjust such 
doors while the car was in motion. Today practically 
all automobile doors are hinged at the front, elim- 
inating this danger. Spear-pointed door handles 
which impaled many pedestrians have been replaced 
by smoother handles. There are, of course, still 
some spears in the hood ornaments, but it is improb- 
able that these, because of their location, cause many 
pedestrian injuries. It will be of interest to see what 
changes in pedestrian injuries may occur from the 
present styling in which the headlight visors are in 
a vertical line upward from the bumper, so that 
the pedestrian is likely to be hit in the trunk area 
by these visors at the same time that he is struck 
in the legs by the bumper. Off hand one would 
expect an increase in the number of ruptured spleens, 
livers, and other abdominal viscera in pedestrians. 

Before automobile engineers can make changes 
in design to minimize injury to motor car occupants 
in case of accident, it is necessary that they know 
what injuries are most important and how they are 
caused. This is information which can come only 
from the medical profession and from police officers 
observers who 


and other competent investigate 


crashes. Several recent studies have been made by 


the automotive crash injury research project of the 
Department of Public Health and Preventive Medi- 


cine at Cornell University and others.**45° These 
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studies have shown that head injuries which are the 


most frequent are also the most frequently fatal. 
Next in fatal frequency come injuries of the thorax, 
then the neck and cervical spine, abdomen, pelvis 
and lumbar spine, and last the extremities. In non- 
fatal injuries the percentages are different, with 
many more extremity injuries, minor head injuries, 
etc. The most striking feature of some of these 
studies has been the frequency of multiple injuries 
to two or more body areas. As one reaches the more 
serious degrees of injury a large proportion of the 
victims are “hurt all over’’.* 

Studies likewise have shown what components of 
the automobile are most likely to cause injury. The 
Cornell group’ showed that the most dangerous seat 
is the right front seat, as would be expected, and 
that the rear seats were the safest, although the 
driving seat is about as safe as the rear seat. How- 
ever, many more drivers than passengers in any of 
the other seats were injured, due to the fact that 
every car has a driver, often alone. In pre-1956 
mcdels, one or more doors opened in 52% of the 
crashes and complete ejection of one or more of the 
occupants occurred in 13.6 of cases of open doors. 
Ejection was an extremely important factor as it 
more than doubled the risk of moderate to fatal 
grade of injury. A major cause of injury of any 
degree was the steering post, but the major cause 
of dangerous to fatal injury was ejection from the 
car. Following these two factors in importance came 
injuries inflicted by the instrument panel, the wind- 
shield, the top ¢ f the front seat, door structures, the 
back rest of the front seat—-lower portion, the front 
door corner post, flying glass, top structures, and last 
the rear view mirror. 

As a result of these investigations several im- 
portant facts have emerged: 

1. That with certain very obvious exceptions the 
passenger carrying compartment of the modern au- 
tomobile is fairly substantial and is capable of 
protecting the occupant in most crashes. 

That the automobile occupant is most fre- 
quently injured by being thrown outside the car or 
against objects in the interior of the car. 

5 Knowledge of the objects in the interior of the 
car which cause injury. 

With these facts in mind one may then emplov the 
principles used in packaging delicate articles for 
shipment. These principles are: 

1. A container which will withstand probable or 
foreseeable impact without crumpling. 


2. Fixation of the object to be shipped within the 
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container so that it does not rattle or fly around 
within the container. 

3. Appropriate padding at the spots where the 
object may come in contact with the interior of the 
container. 

Recently, attempts have been made to apply these 
principles to automobile design. Straith,* twenty vears 
ago, advocated collapsible steering posts, padding 
of the dash, and the removal of injury producing 
proturberances from the interior. Sheldon,’ Camp- 
bell," Wenger," and others in the medical profes- 
sion have made valuable contributions along this 
line. In February 1955 a resolution from the Com- 
mittee on Trauma of the American College of Sur- 
geons was sent to the automobile manufacturers 
recommending that “they stress occupant safety as 
a basic factor in automobile design to include: 

1. Doors which will not open on impact, 

Seats and cushions which will not become dis- 
placed on impact, 

3. Energy absorbing interiors, 

4. Adequate safety belts or other passenger stabil- 
izing devices that would resist impacts of at least 
20 G's.” 

Similar resolutions have been passed by the Amer- 
ican Association for the Surgery of Trauma, the 
American Academy of Neurological Surgery, the 
Colorado State Medical Association, The Arizona 
State Medical Association, and the House of Dele- 
gates of the American Medical Association." Fol- 
lowing and perhaps partly because of these actions, 
certain changes in automotive design were made in 
1956 models. In that year all of the major manu- 
facturers installed one or another type of safety 
door latch to prevent doors from flying open on 
impact. The Ford Motor Company pioneered the 
“deep dish” steering wheel to prevent or diminish 
contact with the hub and to distribute crash forces 
more evenly over the trunk. This was standard 
equipment and in the 1957 models of most of the 
manufacturers some variation of this steering wheel 
has been standard. Ford has installed as standard 
equipment an adjustable front seat track which will 
not come loose on impact. In 1956 Ford first offered 
adequate padding for the instrument panel and wind- 
shield header and also safety belts as optional equip- 
ment. Since that time, other manufacturers have 
adopted various degrees of padding of the intericr 
as optional extra cost equipment and have made seat 
belts available as optional extra cost equipment. 
It is to be hoped that this trend toward modifying 
the interior design of the passenger carrying compart- 
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ment to prevent injury will continue and that more 
of the safety factors will be made standard rather 
than optional at extra cost, since the larger segment 
of the American public seems more interested in 
buying such extra cost items as two-tone paint jobs 
or white sidewall tires than safety appliances. 

In 1956 and continuing in 1957 a special sub- 
committee on traffic safety of the Committee on In- 
terstate and Foreign Commerce of the House of 
Representatives, chairmanned by the Honorable Ken- 
neth A. Roberts of Alabama, has conducted far 
reaching and thorough investigations into the prob- 
lem of traffic fatalities and injuries. They have 
accumulated information from manufacturers, re- 
search institutions, medical organizations, highway 
and traffic authorities, and many other pertinent 
sources. This comprehensive and voluminous inves- 
tigation when digested will, I am sure, point the way 
toward improvement not only in the overall accident 
picture but in the prevention of death and injury 
when accidents do occur. 

The new safety measures introduced in 1956 and 
1957 cars have not been in use long enough in 
enough cars to give any large statistics as to their 
effectiveness. However, investigation of a small 
series of crashes has shown considerable improve- 
ment in the frequency of doors opening on impact, 
ejection on impact, and from the use of safety belts. 
The Cornell’ studies on 1956 cars involved in 
crashes showed an improvement with respect to 
doors cpening of 20.1% in roll-over accidents, 
33.67 in non roll-over accidents, or 26.6% for all 
accidents. The improvement in incidents of ejection 
and risk of fatal injury was even more striking, and 
was 48.7°° for risk of ejection and 29.0 for risk 
of dangerous to fatal degree injury. 

The most striking improvement was in a small 
group of cases in which occupants wearing seat belts 
were compared with occupants without seat belts in 
accidents in which by careful selection from over 
4000 controlled cases it was possible to match closely 
81 cars without seat belts with 81 cars with seat 
belts. The controlled group and experimental group 
of cars were identical as to type of accident, area of 
principal impact, direction of principal force, speed 
of impact, frequency of doors opening, number of 
cars per accident, make of case car, weight of case 
car, year of manufacture of case car, and seated 
area of occupants. The results in this small series 
show a significant maximum improvement of 60.4%. 


Some injury was experienced by 75.5 of those 
without belts and 29.9% of those with belts. Mod- 
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erate to fatal degree of injury was reported for 
23% of those without belts against 9.2 with belts. 
Dangerous through fatal grade injury was reported 
as 3.6'~ without belts against 1.07 with belts. 
This small carefully controlled group confirms the 
reports of Campbell# and the opinion of others in 
regard to the advisability of wearing seat belts at 
all times when cars are in motion and that a properly 
installed lap belt is probably the best means of 
insuring against occupant injury in the automobile 
of today. This was indicated by DeHaven in the 


f over 1,000 light plane crashes at impact 


study « 
speeds comparable to or above that of the usual auto- 
mobile crash.) Objectic ns that seat belts would 
in themselves cause injury have been effectually an- 
swered by DeHaven and Colonel John P. Stapp." 

Since it takes about ten years to get obsolete auto- 
mobiles off the American road, it will be some time 
before these measures have any great effect on the 
average American motorist. I do not believe anyone, 
even the automobile manufacturers themselves regard 
the safetv measures of 1956 and 1957 as pertect. 
There are still many dangerous factors in present 
automobile interior design which may take consid- 
erable time to correct. Even with the strongest auto- 
mobile bodies and interior padding as effectual as 
practical, the problem of maintaining the passenger 
in his seat so that he does not crash against the 
interior of the package is of primary importance. 
At the present time this can only be achieved by a 
safety belt of one type or another. Belts utilizing 
shoulder straps are perhaps more effective but are 
less likely to be used than is a simple lap belt be- 
cause of the increased inconvenience of putting them 
on and the fear, by women particularly, that the 
straps may muss their clothcs. The lap belt is the 
most effective compromise that we have at present, 
although admittedly not perfect. When one realizes 
that in the State of Indiana 75‘ of the deaths 
occur within 25 miles of the victim’s residence it is 
evident that this protection should be used on short 
as well as long trips. The simple lap belt is much 
more likely to be worn by the housewife on trips to 
the grocery and by the head of the house on trips 
to and from work than is a more complicated device, 
and it does give adequate protection against the 
type of crashes which cause the majority of our 
deaths. 

Improvements along these lines which we can ex- 
pect to come spontaneously from the motor car man- 
ufacturers are probably very few. The automobile 


manufacturers are in business to sell cars and they 
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will make and sell the kind of cars which the Ameri- 
can public demands. 


From a business standpoint 
they naturally have very sensitive ears to such de- 
mands, but we cannot expect them to increase the 
cost of the cars which they sell by building into them 
features which the American public does not desire 

What, then, can we as physicians, who know the 
problem perhaps much better than the public at 
large, do to improve a situation which effects not 
only us but our families, friends, and patients? 
First, we can demand that in the cars which we buy 
adequate safety factors be provided, including proper 
padding, non-displaceable seats, and safe doors, and 
that safety belts are not only installed but used. 
Secondly, we can impress on our patients and the 
public individually and collectively the importance 
of these factors, partic ularly the use of safety belts, 
which no manufacturer can force, so that the manu- 
facturers may truly know that selling safety is prof- 


itable business. 
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AM VERY HONORED to have been invited to 

speak before this group of very distinguished 
medical men who have done so much to bring about 
greater safety on the Nation’s highways. 

As Chairman of the Special Subcommittee on 
Traffic Safety, I am very much aware of the early 
advanced work, research, and thinking done by the 
medical profession regarding highway safety. I feel 
that the American public enjovs greater safety in 
its new automobiles today, as a direct result of the 
picneer work done under the outstanding leadership 
of Dr. Fletcher Woodward and the very able mem- 
bers of his Committee on Medical Aspects of Auto- 
mobile Injuries and Deaths. The citizens of our 
Nation are indeed indebted to you men who have 
devoted so much of your personal time to their wel- 
fare. I am sure that it must have been gratifying to 
you to have seen the proof of your recommendations 
for automobile design changes—such as seat belts, 
recessed hub steering wheels, dashboard padding, 
and safety door locks which were incorporated into 
many of the 1956 cars—reflected in the accident 
statistics collected by Cornell’s Automobile Crash 
Injury Research. 

The Subcommittee on Traffic Safety is indebted 
to you, for much of its work and ensuing recom- 
mendations are based upon the scientific work per- 
formed by the medical profession. A good example, 
which I believe illustrates how the subcommittee 
utilizes the research of the medical experts and also 
in turn aids the medical men in implementing their 
recommendations, is seen in the recent controversy 
on the merits of automobile seat belts. The subcom- 
mittee sat as an impartial forum, vested with only 
the public’s interest, and held extensive hearings 
to determine the crashworthiness of seat belts in an 
effort to resolve the confusion existing in the public’s 
mind created by the many conflicting stories carried 
in the press on the value of seat belts. Both pro- 


ponents and opponents were invited to testify. The 


Statement before the Panel, Prevention of Automobile 
Injuries and Deaths, by Hon. Kenneth A. Roberts (D., 
Ala.) United States House of Representatives; Member, 
Committee on Interstate and Foreign Commerce; Chair- 
man, Special Subcommittee on Trafhe Safety. 

Presented before the annual meeting of The Medical 
Society of Virginia, Washington, D. C., October 27-30, 
1957. 
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The Legislative Aspects of Traffic Safety 
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witness list included along with the medical experts, 
researchers, Government officials and representatives 
from each of the five leading American automobile 
manufacturers. Dr. Griswold, who has spoken here 
today, made an extremely valuable contribution to 
these subcommittee hearings. 

The complete text of these hearings should be 
available, free of charge, to the public within the 
next few weeks so that anyone who wishes to read 
the data exactly as it was presented to the subcom- 
mittee may do so and may form his own opinion on 
the value of seat belts. The subcommittee, after care- 
ful study and consideration of all the testimony pre- 
sented at the hearing, also filed a report which con- 
tained its own opinion on this safety device. In its 
report, the subcommittee stated its conclusion ‘‘favor- 
ing the installation and use of this safety device.” 

Having read the published papers of many of 
you doctors, I realize that you long ago recognized 
the value of a seat belt in « crash and I sincerely 
hope that the subcommittee’s work will have further 
alerted and encouraged the public to use this truly 
life-saving safety device. 

In order to assure the public that when a seat 
belt is purchased it will provide the safety expected, 
I have introduced legislation which would require 
that any automobile seat belt shipped in interstate 
commerce must contain certain specifications estab- 
lished by the Bureau of Standards. It is my hope 
that this bill will be approved in the next sesson 
of Congress. 

Another legislative proposal I also hope will be- 
come law in the next session of Congress, is the bill 
I have sponsored to provide Federal funds to assist 
the individual states in establishing driver education 
courses. The subcommittee held hearings on this bill 
in the last session, but a shortage of time prevented 
the subcommittee from taking any further action. 

In my opinion, the inclusion of driver education 
in the school curriculum can be of considerable value 
in teaching future drivers good habits and good 
manners as well as developing their mechanical skill 
in handling today’s powerful machines. This train- 
ing would naturally contribute to greater highway 
safety; and as one witness testified, we cannot chal- 
lenge the value of driver education without also 
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challenging the value of education itself, 


I would 
also like to point out that several studies made of 


young people who had had driver training indicated 
a substantial reduction in accidents and traffic vio- 
lations. Recognzing this fact, some of the insurance 
companies now do not raise the rates in families, 
with young persons driving the family car, provid- 
ing the young persons have had driver training. 
This past week the New York Times carried a story 
that safe-driving instruction for the Westchester 
County Parkway Police had reduced their own acci- 
dents by 50 per cent. In my opinion this indicates 
again the value to be gained from proper driving 
instructions. Several states by law now require that 
young persons seeking driver licenses must take a 
driver education course first. 

Due to the fact that some states cannot afford to 
establish such education courses, and because I be- 
lieve that such education will be of great value in 
increasing safety on the Nation’s highways, I expect 
to work very hard in the next session of Congress 
to have this legislation adopted. 

Another bill which is pending before the Spec ial 
Subcommittee on Traffic Safety and which I think 
would be very valuable to safety, if enacted, is House 
Joint Resolution 221, sponsored by my very able 
colleague and member of the subcommittee, Con- 
gressman John V. Beamer of Indiana. The purpose 
of the bill, sponsored by Congressman Beamer, is 
to grant the consent of Congress to the several states 
to negotiate and enter into compacts for the purpose 
of promoting highway traffic safety. In supporting 
his bill, Congressman Beamer told the subcommit- 
tee: “. . . It is essential that the laws regulating 
traffic safety be brought up to date. It is of equal 
importance that there be some method of making 
these laws more standard among the many states in 
order that people traveling distances will have a 
better understanding of the laws and rules governing 
the flow of traffic.” The enactment of Mr. Beamer’s 
resolution would grant the consent of Congress to 
the several states to join in the formulation of a 
body that would have authority to legally prepare 
and promulgate legislation and regulations, if need- 
ed, to meet the serious problem of such losses in 
human life and property now occurring on the Na- 
tion’s highways. 

Through such an interstate compact, the states 
could act jointly and cooperatively to solve a con- 
siderable portion of the highway problem and would 


not have any of their state sovereignty or state’s 


rights usurped or jeopardized. The idea for such 


Voi. 85, FEBRUARY, 1958 


an interstate compact is not new. Precedent was es- 
tablished by the Interstate Oil Compact and the 
Interstate Compact for Crime Prevention, both of 
which have worked very successfully. Considerable 
interest in Congressman Beamer’s proposal has been 
expressed by a number of the States’ Governors. It 
is my hope that the subcommittee will give serious 
study and consideration to H. J. Res. 221 and act on 
this bill in the next session of Congress. 

In the past I have read articles in the AMA 


Journal medical 


regarding the establishment of 
standards for vision, hearing, equilibrium, and gen- 
eral physical qualifications to be met by applicants 
for a driver’s license. At the present time, I do not 
believe that it would be practicable to think of the 
Federal 


qualifications as this is considered very 


Government establishing these licensing 
much a 
matter within each state’s jurisdiction. I do believe, 
however, that should Congressman Beamer’s legis!a- 
tion providing for an Interstate Compact be enacted, 
it would help the states to adopt uniform licensure 
requirements. These physical requirements could be 
drafted by the medical profession based on their 
scientific knowledge of how certain physical disa- 
bilities relate to traffic safety. 

Other legislation now pending before the Subcom- 
mittee on Traffic Safety, is the “General Motors 
Vehicle Act of 1957”, introduced by Congressman 
Abraham J. Multer of New York. 


this bill provides that automobiles shall bear a 


One section of 


Certificate of Fitness label. The label would insure 
that the vehicle had been inspected and found in 
good working order and in complete accord with 
all specifications as set forth in all descriptive and 
advertising matter, as well as that the vehicle had 
been road-tested and found in good operating condi- 
tion after such a test. It is my hope that this bill, 
also, will have the further study of the subcommittee 
in the next session of Congress. 

In addition to the bills which I have mentioned 
here, in the next session of Congress, the sub- 
committee expects to continue its investigation and 
work, and will study specific problems of traffic 
safety in the general areas of: 

1. The human factor in accidents. 
2. Vehicle design. 

3. Enforcement, and 

+. Legislation 

One of the most important investigations, which 
I hope the subcommittee will undertake in the next 
session of Congress, is that of determining the rela- 


tionship of alcohol to safe driving. In undertaking 
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this investigation, the subcommittee will utilize re- 
search done by the medical profession with respect 
to determining the alcohol level in the blood and its 
correlating effect upon behavior and driving ability. 

As many of you know, the Subcommittee on Traf- 


fic Safety is quite new, scarcely a year old. In my 


opinion, however, Congress will continue to keep 


this special subcommittee until greater highway 


safety does become a reality. It is our sincere desire 
to join efforts with you of the medical profession 
to accomplish this objective as soon as possible so 
that all persons wherever they may live or travel 
may enjoy safety on the Nation’s highways. 


House of Representatives 
Washington, D.C. 


Most Effective Diuretic 


A new drug, recently called ‘‘amazing” as a treat- 
ment for high blood pressure, has been called the 
most effective agent now available for combating 
excessive fluid retention by the body. 

The drug is chlorothiazide (Diuril). It is a 
diuretic, which promotes the elimination of body 
fluids and salts through the kidneys. Last October 
two Boston physicians announced that the drug, 
first thought to be only a diuretic, also has an “amaz- 
ing” blood pressure lowering effect. 

Four articles in the January 11th Journal of the 
American Medical Association deal with the various 
uses of the drug. 

It is probably the most effective diuretic now 
available, mainly because of its lack of harmful 
side effects and its economy and ease of adminis- 
tration by mouth, according to Dr. Ralph V. Ford 
and associates of Houston, Texas. They said it is 
effective against all types of fluid retention. 

A New York group, headed by Dr. John H. 
Laragh, found it to work against fluid retention 
caused by heart failure, cirrhosis of the liver, and 
nephrosis (a kidney disease) when all other measures 
had failed. 

In discussing the drug’s ability to lower blood 
pressure, Dr. Edward D. Freis and associates, Wash- 


ington, D.C., said the drug appears to represent an 


‘important new development in the treatment of 


hypertension, but that a longer period of observation 
is necessary to fully evaluate its effectiveness. 


Eight months, the longest reported period the drug 


has been given, is not long enough to determine 
the effectiveness of any treatment for hypertension 
or to rule out the possibility of delaved and as vet 
unsuspected harmful reactions. 

So far chlorothiazide has caused no side effects 
and patients have not reacted to the drug by needing 
larger and larger amcunts to maintain the same 
effect. Side effects and tolerance frequently develop 
with the drugs usually given for high blood pressure. 

Dr. Freis gave the drug alone or in combination 
with other antihypertensive agents to 73 patients. 
Chlorothiazide ‘‘markedly” increased the action of 
the other drugs and allowed discontinuance or re- 
duction in dosage of the regular agents. 

Advantages of chlorothiazide over other agents are 
that it is given by mouth and has a simple “rule- 
of-thumb” dosage schedule. 

Dr. Frank A. Finnerty and associates, also of 
Washington, called chlorothiazide “ideal” for the 
prevention and treatment of toxemia of pregnancy. 
Toxemia is a general poisoning of the system due 
to the body’s inability to eliminate poisons and waste 
materials. 

Dr. Finnerty gave the drug to 144 pregnant wom- 
en suffering from hypertension, toxemia, fluid re- 
tention, or a combination of these conditions. The 
drug relieved fluid retention in the early stages, thus 
preventing toxemia. It also relieved toxemia and 
reduced the blood pressure of those suffering from 
hypertension. 
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ERSONAL INJURY litigation from car crashes 
has increased ten fold in the last fifteen years. 
Court calendars are so over-crowded with this type 
of case that plaintiffs in metropolitan areas often 
have to be subjected: to -postponements. and delays 
from eighteen to thirty-six months. Witnesses disap- 
pear, impoverished plaintiffs settle for inadequate 
amounts and the whole judicial process becomes sub- 
ject to disrespect and adverse criticism. 

Last vear there were more than one million three 
hundred and fifty thousand deaths and injuries due 
to automobile crashes. Every death and injury gave 
rise to a potential personal injury suit. Just as doc- 
tors become alerted to an epidemic so do lawyers 
recognize the potentialities for service and reward 
from automobile crashes. The National Association of 
Claimant's Attorneys, six thousand strong, are dedi- 
cated to getting for their injured clients the so-called 
adequate and more adequate award. The insurance 
groups are likewise dedicated to keeping the awards 
within the limits they describe as reasonable. The 
public is required to pay a higher premium for in- 
surance: doctors are forced to spend a great deal 
of time in court; and some lawyers resort to shady 
practices in cooperation with equally shady physi- 
cians to gain large verdicts in questionable injury 
cases. The circle is vicious, there is growing dis- 
respect for law and for medicine, and in many areas, 
impartial medical testimony projects have sprung 
up in response to a demand for speedier and more 
adequate justice. How much simpler it would be 
to cut the litigation sharply by eliminating the causes 
for our ever increasing crash rate. 

Mr. Justice Cardoza, in the historic case of Mc- 
Pherson versus the Buick Motor Company, recog- 
nized the duty of care that a manufacturer of a 
chattel owes to the ultimate consumer or user. Where 
the design was defective, the courts have been reluc- 
tant to impose liability on the manufacturer. 

The McPherson case involved a defect in con- 
struction. A wheel collapsed, causing injury to the 
driver and the Buick Motor Company was required 
to pay a large judgment to the plaintiff, McPherson. 
The industry apparently took heed of the case and 


Presented before the annual meeting of The Medical 
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provided rigid inspection processes which have elim- 


inated major defects in the cars before delivery to 
the consumer or user. 


The public has been apathetic to safety in auto- 


‘mobile design until recently. “When they become 


aware of the potential for litigation due to faulty 
design they will find claimant's attorneys eager and 
ready to serve them. Liability for negligence arises 
from the creation of unreasonable risk. The manu- 
facturers will not be insulated against liabilities for 
deticient design. When one courageous legislature 
will set up a basic safety engineering code for the 
companies to abide by, then the corporations will 
become acutely aware of their twin responsibilities; 
one to the state which can prohibit unsafe vehicles 
from being sold within that state, and the other 
to the user and the injured occupants of the vehicle. 

In the case of Davlin versus Henry Ford & Son, 
the court set forth the manufacturers duty as fol- 
lows: “Its duty was to use reasonable care in em- 
ploying designs, selecting materials, and making 
assemblies which would fairly meet any emergency 
of use which could reasonably be anticipated.” **An- 
other important milestone was developed in the case 
of Carpini versus Pittsburg and Weirton Bus Com- 
pany. Here, an action was brought against the Bus 
Company and against General Motors Corporation 
which had manufactured the bus. The theory of the 
action against the manufacturer was that it had been 
negligent in that the design of the braking system 
used on the bus was dangerously close to the ground 
and subjected the passengers to the hazard of the 
failure of the braking system. General Motors cited 
their experience over the years, with this type of 
design, showing that despite the millions of miles 
vehicles of that sort had traveled on highways, no 
bus accident of the type here involved had been re- 
ported. The court stated that this was not conclusive 
any more than evidence of general practice in an 
industry is conclusive on whether operations are con- 
ducted with due care. A verdict was affirmed for 
the plaintiff against General Motors.” 

Evidence is now available which can be presented 
to the jury on the question of negligence in the in- 
herently unsafe design of passenger automobiles. 


The Automotive Crash Injury Research Program 
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underwritten in part by Cornell University Medical 
College concluded in its recent annual report that 
after fifteen years of automobile design, no real 
improvement has been noted as far as the injury 
potential is concerned. The data pointedly suggested 
that the newer model automobiles are increasing the 
rate of fatalities in injury producing accidents. 

Mr. Harold Katz, in an article written for the 
Harvard Law Review of March 1956, states, “The 
question whether a manufacturer has discharged his 
obligation to the public when he makes safety equip- 
ment available to the consumer on an optional basis 
as an accessory would seem to hinge on how neces- 
sary such equipment is to safe transportation. Where 
the accessories are not indispensable to safe and suc- 
cessful operation but are merely conducive to con- 
venience and comfort or to the longevity of the 
machine, a motorist who fails to install them cannot 
later complain of injuries suffered due to their ab- 
sence. A factor which may be important is whether 
the danger of operation without the equipment in 
question was brought home to the consumer or, in 
the case of passengers, whether the hazard was 
apparent on sight. 

“While there is unquestionably some question of 
risk involved in any form of automobile transpor- 
tation, it does not follow that the consumer has 
assumed the risk of those dangers which are not 
inherent in the situation but which are the direct 
result of faulty design on the part of the manufac- 
turer. The consumer has never appreciated the rela- 
tionship between car design and injury potential 
and cannot be taken to assume any risk of conditions 
of which he is ignorant.” 

Some observers have likened the cigarette situation 
to the automobile. Can a smoker sue the cigarette 
company if he develoy s cancer? In the light of our 
present uncertainty about the relationship between 
smoking and cancer, it is doubtful that any court 
would uphold such a suit. Again, cigarettes are not 
a necessity and a smoker may simply abstain from 
that habit. Automobiles, on the other hand, are a 


part of our way of life. We can, with certainty, 
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pinpoint many injuries as being caused solely by 
deficient design. Litigation against faulty design 
has been successfully pursued. We expect many 
more of these cases to appear in litigation unless the 
industry recognizes the threat. 

The medically unfit driver is said to be responsible 
for between eight to ten per cent of the injuries and 
fatalities on the highway. I recently treated a middle 
aged woman who became involved in a wreck fol- 
lowing the use of a well known tranquilizing agent. 
Was her physician liable? I think so. Every phy- 
sician who prescribes sedatives, tranquilizers, anti- 
biotics, or any drug which temporarily creates a 
visual or reflex disturbance should warn his patient 
about driving while under the influence of that drug. 
Failure to do so may be construed as negligence and 
might make the physician liable. This is a field in 
which attorneys are not yet aivare of the possibilities. 
I must advise you that Law Science Institutes 
throughout the country, one of which I will conduct 
in Virginia, will bring this information to the 
attention of lawyers as well as to interested physi- 
cians. Certainly a new field of malpractice litigation 
may well develop unless physicians become more 
acutely aware of their duties when prescribing special 
drugs. 


CONCLUSION 

Faulty design, and included under that broad 
heading might well be greater horse-power and speed 
than our highways are able to tolerate, will increas- 
ingly become a source of litigation between injured 
consumers and the automobile manufacturers. Phy- 
sicians, too, have a duty of care in the careful exam- 
ination of patients who are being examined par- 
ticularly for driver’s licenses and also when power- 
ful sedatives are prescribed without due warning 
about the insidious effect on reflexes and ability to 
handle a motor vehicle under normal and abnormal 
conditions. 


University Hospital 
Charlottesville, Virginia 
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AM HONORED to speak of the police aspect 
of traffic safety. I have always felt that a con- 
vention of persons who meet together for a common 
purpose and with mutual interest in the same prob- 
lems is a refreshing thing. More than that—it be- 
comes a dynamic, useful opportunity to stand apart 
from the work that we do and to look at it from a 
wider angle, so to speak. Here is a welcome chance 
to disentangle ourselves from routine detail in order 
to survey the past, come to terms with the present 
and size up the future. 

Several weeks ago my\ clock radio awakened me 
with the statement, ‘Satellite launched into outer 
space’. A few years ago, this statement might have 
been a startling thing to hear at six o'clock in the 
morning. Now it is not unusual to hear space 
research discussed in a matter of fact tone. Of 
course, even the idea of an automatic clock radio 
might have been surprising a few years ago. But 
now, statisticians and researchers throw figures and 
ideas out of the future at us with such gusto that 
it’s hard to amaze us with anything. 

Though not amazed, we come to the hard realiza- 
tion that we're going to have to deal with this 
future sooner than we think. 

Those of us who work with highway safety have 
been told that 70 million passenger cars alone will 
be on the nation’s streets and highways by 1965. 
At present we have some 54 million passenger cars 
and 11 million trucks and busses. Licensed drivers 
now number over 77 million. This may seem encr- 
mous, 


713 seconds a baby is born somewhere in the United 


but next the researchers tell us that every 


States, increasing the population of this country 
every month in number equivalent to a city the size 
of Providence, Rhode Island. In a year, this amounts 
to a population increase of 4 million. Think of the 
drivers we will have on our highways within 20 
vears. 

Traffic officials, highway engineers, enforcement 
agencies and the automotive industry are all striving 
to make driving safer. But that’s not enough. Our 


Joun J. AGNew, Deputy Chief-in-Charge of Traffic, 
Metropolitan Police Department, Washington, D. C. 
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own efforts to follow the rules of safe driving help, 
but are they enough? Safety experts say no. In 
these days of bumper-to-bumper traffic, faster tempo 
and new expressways, we need something else. Com- 
merical drivers, traffic officers and other driving 
“pros” developed a technique several years ago. 
When you spend up to eight hours a day coping 
with traffic you must have a defense against other 
drivers. It’s called defensive driving—and it’s pay- 
ing off for the smart “amateur” drivers who have 
adopted it too. 

The best way to assure your own safety on the 
highway and the best way to make driving really 
“pleasure driving” is to practice defensive driving. 

When we're behind the wheel of our automobile, 
we have no control over the actions of other drivers 
and pedestrians on the street. Nor do we have con- 
trol over weather or road conditions. But there are 
certain things we can do, and should do, to assure 
our safety in traffic. One is to know and obey all 
traffic laws, signs and signals. Another is to follow 
all safe driving practices, including driving at safe 
speeds and extending courtesies to other motorists. 
Third, we can all keep our automobiles in top op- 
erating condition so that we won't have an accident 
because of a mechanical failure. Finally, we should 
not drive unless we are physically able to drive in 
complete safety. If we have been drinking, if we 
are fatigued or have forgotten our glasses when the 
law requires that we wear them, we should not drive. 
But these are only the prerequisites for the defensive 
driver. They are not enough, in themselves, to keep 
us out of traffic accidents. 

Defensive driving is the technique used to avoid 
traffic accidents by anticipating all hazardous situa- 
tions created by the unsafe acts of other drivers 
and pedestrians and by adverse weather, traffic and 
road conditions. 

The defensive driver drives as if he were literally 
“under attack”. He makes allowances for the other 
fellow’s carelessness and lack of skill or knowledge 
by assuming the other fellow will make the wrong 
move every time an emergency arises. 

To drive defensively, we must always take the 
broad view of the traffic, road and weather situations 


around us. As defensive drivers, we've got to look 
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ahead and around us. We've got to think of what 
might happen during the next moment and we've got 
to pace our driving to the changing conditions 
around us. As defensive drivers, we must assume 
every other driver and pedestrian has the right-of- 
way and we must be ready to yield that right-of-way 
w-thout an argument. We should be ready and 
willing at all times to forego the few seconds involved 
to avoid a collision. 

By driving defensively, we not only protect our- 
selves, but we also help to protect cther drivers and 
pedestrians by being alert to accident-producing situ- 
ations before they materialize. This may sound like 
a nerve-racking chore, but actually, defensive driving 
helps us relax in the knowledge that we are ready 
for any situation which may arise. No ulcers, no 
swearing at other drivers, no “close shaves”, and 
better yet, no smashed cars or repair bills and no 
injuries or hospital bills. 

When our favorite football team is outweighed 
by its opponents, we realize the players are at a 
disadvantage. Yet we frequently see 150 pound 
human beings disputing the right-of-way with a 
3500 pound motor vehicle. It doesn’t make sense. 
But when we drive we should always be alert for 
wayward pedestrians. Our watchfulness may pre- 
vent their mistakes from becoming fatal mistakes. 

The reluctance of certain motorists to change their 
poor driving habits. despite vigorous enforcement on 
the part of the police, is indicative of what may 
be the major factor in accident causation. The police 
position traffic 


safety To the law 


abiding citizen the presence of a policeman on the 


is unique. 


street is a symbol of safety. To the indifferent driver 
the policeman’s presence requires temporary restraint. 
While the policeman is in sight, the speeder feels 
unsafe—he may be apprehended; passing a red light 
or a stop sign becomes a risk—a ticket means a 


fine. In effect the would be violator is restrained only 
by the policeman’s presence. Such drivers recognize 
only the hazard inherent in apprehension. The 
hazard of an accident with its resultant death, in- 
jury or property damage never enters their mind. 
Talk to some people you know who have survived 
collisions in which their friends have been injured 
or killed. They will tell you, “It wouldn't have 
happened if the other driver had done the right 
thing.” But the time to reflect carefully on how 
we should behave at the wheel is before we begin 
a motoring trip, and during our traveling, not after- 
ward. One person is killed every 13 minutes and 
one is injured every 23 seconds in traffic. Have you 
ncticed how some people smile and joke about nar- 
row escapes they’ve had in traffic? Have you seen 
how reckless drivers will sometimes laugh at the 
concern shown by careful drivers? It’s easy for any 
of us to slip over from our normal good selves and 
become, for the moment, dangerous personalities at 
the wheel. We can be bothered by worries about 
home, our job, or thinking about something far 
removed when we should be thinking about the pos- 
sibility of a motorist approaching on the next cross 
road. We can be suffering from a headache or 
simply get a sudden impulse to be daring. If we've 
been drinking our reactions will not be good, but the 
drinks will make us brave. 

Among the causes of death in this country, traffic 
deaths rank fourth, exceeded only by heart disease, 
cancer and vascular disease. Anything that causes 
40,000 deaths and more than 2,000,000 injuries a 
vear is a serious medical problem. 

The medical profession has always stepped into 
the breach when disease and epidemics strike. Why 
not develop a serum or antitoxin to be injected into 
all drivers which will make them safe, sane, cau- 
tious and courteous drivers ? 


Two New A:M.A. Exhibits for ’58. 


Accidental poisoning of children and weight re- 
duction are the themes of two new exhibits the 
A.M.A. is offering to medical societies in 1958. 

“You Can Reduce” stresses the importance of 
using will power in the selection of foods. The 
exhibit illustrates the basic foods that should be 


eaten every day. 

‘Poisoning of Children in the Home” pinpoints 
eight leading offenders, such as aspirin, kerosene, 
old medicines and household chemicals. Medical so- 
ciety bookings may be arranged through the bureau 
of exhibits. 
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Pre-Paid Medical Care.... 


Blue Cross Rates 


The relatively recent increases in Blue Cross rates 
in the Norfolk and Roanoke areas and the currently 
published intent of the Richmond Plan to increase 
charges to its Subscribers have occasioned a renewed 
interest on the part of Virginians about the whys 
and wherefores of the cost of Blue Cross membcr- 
ship. Such interest should be encouraged; the more 
folks know about the economic aspects of medical 
care, the more clearly they will comprehend that 
governmental attempts to regulate medical economics 
cannot be successful—that the product will be cheap- 
ened and its cost not a whit lessened. Patients are 
nowadays posing questions about the svmptom-com- 
plex that has been brought about by developmental 
changes in medical practice with almost the same 
frequency as they inquire about whatever pathology 
or deranged physiology that underlies their physical 
symptoms. Physicians are expected to know the an- 
swers; unfortunately physicians are usually expected 
to know all the answers. To be a physician is to be 
considered omniscient—it is one of the disadvantages 
of the profession. 

Perhaps the most understandable way a physician 
might explain the periodic necessity for increased 
Blue Cross rates is to expound a bit upon the simple 
statement that during the past ten vears hospital 
operating costs have been increasing approximately 
6‘¢ per year and will continue to increase at about 
that rate for at least the next five years. Why? The 
main reason: Hospitals must keep up with the truly 
astounding rate of progress which characterizes mod- 
ern medicine. This requirement, over and above the 
influence of inflation, has caused hospital operating 
costs to sky-rocket; successful fulfillment of this 
requirement has nonetheless caused hospitalization 
to become the best bargain in today’s market. Today 
more people than ever before go into hospitals. And 
more people come out. 

In order to translate the whole potential of medical 
progress into accomplishment for the benefit of the 
patient, it is necessary for the hospital constantly to 
employ more personnel at higher levels of training 


and ability. Not many vears ago the average hospital 


could provide its ‘round-the-clock services while 
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maintaining a ratio of 1.5 employees per patient; 
an up-to-date hospital must now employ at least two 
people for every 24-hour patient day. Computed at 
the minimum rate of $1.00 an hour, the overhead 
in salaries carried by the hospital is $16.00 per 
patient-day. Actually, the figure is often higher. 
And medical progress has caused obsolescence to 
become one of the hospital’s significant costs. When 
industry buys new production machinery it is able to 
amortize the purchase price over a planned number 
of years. But diagnostic and therapeutic machines 
costing anywhere from $1,000 to $10,000 can become 
obsolete overnight. A hospital cannot afford to neg- 
lect replacing them when human lives depend on the 
changeover—and its percentage of fixed costs bal- 
loons even higher. Further, it would be less than 
realistic to assume that the rapidly expanding limits 
of knowledge, with all the new discoveries and the 
apparatus and materials that are its products, will 
not require even additional costs in the months and 


vears to come. 


Indeed, hospital costs will surely continue to rise. 
rhe inexorable upward spiral of industrial wages, 
with which hospital salaries must compete, and the 
need to pre vide the patient with the benefits of 
rapidly advancing developments of medical tech- 
nology, make increasing hospital costs inevitable. 
And these factors are bevond the direct control of 
the hospitals —or of Blue Cross. 

Blue Cross provides “‘service benefits” for hos- 
pitalized Subscriber-patients. Whereas conventional 
insurance coverage pays the policy holder certain 
stated amounts toward the hospital bill, Blue Cross 
covers the bill in full, regardless of the amount of 
the hospital’s regular charges, for semi-private room 
and board, operating and delivery rooms, drugs and 
medicines, the diagnostic and therapeutic services 
furnished by the hospital, and other incidental serv- 
ices. Because of the “service” principle, Subscribers 
receive increased benefits when hospital costs go up. 
This is not the situation when coverage is by an 
insurance policy providing fixed dollar indemnity, 
since the dollar amount remains the same regardless 
of increases in hospital charges. Blue Cross can give 


these increased benefits to Subscribers onlv because 
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the Plan increases payments to hospitals as their 
costs of providing services go up. 

Obvicusly, with its rate of outgo constantly in- 
creasing hand-in-hand with increasing hospital costs, 
Blue Cross must periodically adjust its rate of in- 
come. No one likes to see Blue Cross rates go up, 
but there is an incontrovertible justification for in- 


creasing Blue Cross rates—the fact that by paying 
them, whatever they may be, the public benefits from 
the advances of medical research, provides for ade- 
quate financing of its hospitals, and allows doctors 
to continue their work of saving more lives and 
restoring health to more people. Nobody makes a 
profit—but everybody gains. 


Cancer Growth 


Accumulation of specific metals in the tissues of 
patients with cancer ippears to occur before the 
cancer develops rather than afterwards, a group of 
midwestern researchers said recently. 

Some researchers have thought high concentrations 
of trace amounts of metals are due to a secondary 
storage following the development of cancer. 

The present study, however, suggested that the 
increase occurs prior to the growth of the tumor, 


because the researchers found an increased amount 
of metal in kidneys, and liver, as well 
as in the tissues in which the cancer was primary. 

Also suggesting a storage prior to the disease is 
the fact that the cancer tissues themselves have a 
much smaller amcunt of these metals than has the 
surrounding tissue, the researchers said in the De- 

ber 28 Journal of the American Medical Asso- 
ciation. 


While they drew 


these high concentrati 


conclusions about whether 
ms of metals actually play a 
role in causing can 1ey did point out that the 
relationship between metals and cancer needs more 
study. They suggt that researchers in other 
geographical areas make similar studies to see how 
they compare with the Chicago study. 

The metals are accumulated from food and air 
taken into the body. 

Some metals and their compounds, even when 
present in large amounts in the tissues, are known 
to have no cancer-causing properties, but there are 
a number with real or suspected carcinogenic prop- 
erties. 


num, nickel, cobalt, aluminum, beryllium, cadmium, 


These include arsenic, chromium, molybde- 


silver, selenium, zinc, and metals with radioactive 


proj erties. 


The researchers studied tissues taken from patients 
with cancer, patients with inflammatory diseases of 
the lungs, those with other diseases, and from healthy 
persons. They identified the metals in the lung, 
liver, kidney, and cancer-site tissues by using a 
spectrograph. This microscope-like instrument indi- 
cates the kind and amount of metal present on the 
basis of the colors emitted by the metals. 

The elements commonly elevated or high in liver, 
lung, and kidney of patients with cancerous diseases 
were tin, iron, cadmium, chromium, silver and sili- 
con. In addition, manganese and beryllium were 
also elevated in the liver, and molybdenum in the 
kidney. 

Chromium, found in elevated amounts in the lung 
tissue and especially in the liver of patients with 
cancerous diseases in other organs, is a known 
cancer-causing agent. Lead, beryllium, and silver 
are credited with similar properties. This action has 
not been established with manganese, molybdenum, 
cadmium, and silicon. 


Patients with inflammatory lung diseases had ele- 
vated levels of several metals in the lung tissues. 
It has long been known that a relationship exists 


between chronic inflammation and tumor-formation. 


Should elements be selectively stored in inflammatory 


tissues, they could be a positive factor in the devel- 
opment of a cancerous growth. 


The authors, Norbert W. Tietz, Ph.D., Edwin F. 
Hirsch, M.D., and Benjamin Neyman, Ph.D., con- 
ducted the study at the Henry Baird Favill Labora- 
tory, Presbyterian-St. Luke’s Hospital, Chicago. Dr. 
Tietz is now at Reid Memorial Hospital, Richmond, 
Ind. 
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Mental Health .... 


Patients Hospitalized After Mental 
Hygiene Clinic Service 


The question of “How many patients who have 


had clinic service have been admitted to mental 


hospitals 7” has often been asked. To answer this 


question a survey .was made of ten years of records 
in the De} artment of Mental Hygiene and Hospitals 
on the mental hygiene clinics under its management 
This survey was made on a mass basis and has not 
been edited to all details that could be concerned 
with a more complete research study. However, some 
significant factors are evident in the material tab- 
ulated. 

For th ten vears covered in the survey there wer 
35,388 patients referred to the Clinics; 30,465 first 
referrals and 4,923 reopened cases. Of the total 
referrals for age on admission, 23,402 were under 


18 years of age or 66.12°¢ and 11,986 over 18 or 


33.18%. As the majority of the patients idmitted 


were under 18 vears of age, it might be well to 


expect that in later vears some of 


+ 


these may enter 
hospitals. This report, for those admitted to the 
hospitals, is based on the age at re ferral 

Of the 23,402 patients under 18, 0.6% had been 
hospitalized before admission to the clinics, 3. 


} } 


hospitalized after a ¢ ind 0.1% had 


inic admission 
both before and after records, making a total of 
3.3% admitted to mental or mentally deficient hos- 
pitals after clinic service. This totalled 876 patients 
or 1 of about 30 patients. In the diagnostic dis- 
tribution nearly half (48.33° were mentally de- 
ficient, 15.99°% were other services (other than 
treatment or diagnostic). 

Other diagnostic distribution was 7.09% brain 
syndromes, 7.10°¢ psychotic, 2.857 psychoneurosis, 
6.45% personality disorders and 11.74% transient 
situational disorders (mal-adjustment childhood and 
There were also a small per cent, 
0.53, on which the clinics reported there Was “no 


adolesc ence). 


mental disorder”. With approximately half of those 


under 18 entering hospitals diagnosed as mentally 


Epona M. LAntzZ, Statistician, Department of Mental 
Hygiene and Hospitals. 

This report was made at the Second Annual Conference 
of the Department of Mental Hygiene and Hospitals in 
Roanoke, Virginia, December, 1957. It is planned to de- 
velop this base material into a more detailed study. 

Approved for publication by Commissioner, Depart- 
ment Mental Hygiene and Hospitals. 
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deficient, this left 402 or about 1.7% of the re- 


ferrals in this group admitted to mental hospitals 
with other di .gnoses or services. 

For those over 18 years of age, the percentage 
runs much higher. There were 1,123 of the 11,986 
referrals admitted to mental hospitals or 9.4°e. 
About 1 out of 10 (7.7% after and 1.7% before and 
; service). Those that went to clinics 
hospitalization were 5.1%. 


The diagnostic distribution has a much different 
picture than those under 18 years of age, with 
63.16% in the group that would net be expected to 
benefit too much from clinic service (11.76°% brain 
ndromes, 34.38% psychotic and 17.02° psycho- 
other 36.84% was made up of 
11.59°¢ personality disorders, 0.99% transient situ- 
ational disorders, 7.93% mentally deficient, 1.17% 


no mental disorder and 15.24 other services. 


Prior to 1952 the cards were not coded as to 


what facility the patients were admitted, state or 
rivate. Since that date 307 patients were admitted 


to clinics after hospitalization, with 31.3 of these 


1g on trial visit at the time admitted to the clinic. 


i 


— 
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70 patients admitted to state hospitals 
and 171 to cther facilities after clinic service. This 
was 4.5° and 0.52, respectively. The total for 
admitted to hospitals after 


Wal JUG 


rhe grand total admitted to hospitals after clini 


service was 5.4‘. The range was from 6.2% of 1948 
referrals to 4.3°¢ of 1956 referrals. 1957 

We have no knowledge of other studies or surveys 
made as to the rate of patients to those having clini 
service entering mental hospitals. therefore, have 
no comparative information. It is felt that this 
survey, though only a short period when the vounger 
age is considered, shows some significant factors. 


The probability that most of those that entered 


1e hospitals would have done so without clini 
service and in some cases they may have been 
encouraged to have hospital treatment. 

As there is no information as to the adjustment, 
etc., of the approximately 85% (about 10% still 
under treatment) of the patients that have not been 
admitted to hospitals, a follow-up study would give 
valuable information as to the results of clinic 


services. 
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Public Health .... 


Health of the Migrant Laborer 


Since that season is approaching when there will 
be an influx of migrant laborers, particularly on the 
Eastern Shore, it may be well to review those serv- 
ices of the State Health Department available to 
these workers. These families, for they usually travel 
as such with all of their belongings, are primarily 
Negroes from Florida and Alabama, with an increas- 
ing number of Puerto Ricans each year, and a few 
Mexicans. This group, because of its socio-economic 
status, requires more leadership and assistance than 
the usual agricultural worker in this area. They 
have little confidence in white doctors and for that 
reason will not report sickness until frightened by 
the patient’s failure to improve. For the same reason 
they will make little or no effort to find out what 
medical facilities are available to them, either those 
of the local heath department, the private physician 
or hospital. Because of this lack of information, and 
the fact that they are on the road a good portion of 
the year, the usual immunizations given pre-school 
children are usually lacking. They are pa‘t’cularly 
subject to intestinal diseases and, even when care- 
fully instructed in camp sanitation, will fail to take 
the simplest sanitation precautions. For these rea- 
sons, the local community where the migrant laborer 
works will have to realize that the migrant is neces- 
sary to the community's economic well-being. With 
this in mind, ‘ey must accept the migrant laborer 
himself and his family. They may not acc ept him 
as one of their own, but they must assist in seeing 
that those services available to the permanent resi- 
dent are offered to the migrant when possible, and 
equally important, that he or his family knows 
where these services can be obtained. 


As each group of migrant laborers enters Virginia, 
they are “processed” at the Little Creek Information 
Station, and at this time health information is passed 
on to the worker. All growers should be well-in- 
formed on the health departments and private phy- 
sicians in their area. A booklet, “Health Services 
in Major Migrant Work Areas”, has been published 
by the U. S. Department of Health, Education and 


Welfare, listing the health departments and hospitals 
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in all of the East Coast Migrant States, and includ- 
ing addresses and telephone numbers. This booklet 
is invaluable to those persons who deal with the 
migrant laborer in any way. 

Every migrant laborer and his family are offered 
all of the health department facilities available to 
local residents, with the exception of hospitalization 
through State and Local funds. 
However, they can be hospitalized at State expense 


Hospitalization 


for active, infectious tuberculosis. Outside of hos- 
pitalization, which is not made available because of 
the one-year resident requirement, all clinics, such 
as Prenatal, Postpartum, Well Baby, Pre-school, 
Venereal Disease, Tuberculosis, Crippled Children, 
Orthopedic, as well as immunizations and examina- 
tions, are available. Sanitation assistance is avail- 
able upon request, although the migrant laborer 
appears to prefer to “camp” rather than utilize quar- 
ters furnished, regardless of the condition of quarters 
or toilets. It is increasingly evident that whatever 
is to be done for the migrant must be done by the 
local community, as the migrant seems to show little 
if any initiative and he is not partic ularly receptive 
to the usual methods of education used by the health 
department in working with the general public. One 
of the best means of helping the migrant is through 
the establishment of day camps and school systems. 

There has been much discussion on this thought. 
most of it directed to State and Federal aid in financ- 
ing these day camps for children and even to assist- 
ing the schools. In Virginia last year, approximately 
150 children attended school for varying periods of 
time, at no expense to the migrant. It is felt, in all 
of the East Coast States using migrant labor, that 
day camps for children not only relieve the family 
of duty of caring for the child, but benefit the 
child, give the family more peace of mind and 
usually allow an additional member of the family 
to work and thus increase the family income. New 
York has done away with its one-year residence 
requirement and for the year 1956 spent a total of 
$99,640.00 for migrant care, which included $77.- 
596.00 for hospitalization and $12,012.00 for medi- 
cal care. Subtracting hospitalization and medical 
care from this total would leave a very small total 
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for all other aid to migrants. The additional costs 
for day camps and medical service at schools, par- 
ticularly school or camp nursing, would be minimal. 


It will take many vears to make the migrant worker 


realize what is being done to help him and his fam- 
ily, but the result in better workers, bigger harvests 
and congenial visitors to the State of Virginia should 
be worth the effort. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 


DIsEASE CONTROL 


Brucellosis 


Diphtheria 

Hepatitis 

Measles 

Meningococcal Infections 
Meningitis (Other 


Poliomy elitis 

Rabies (In Animals 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 

I'yphoid Fever 


Correspondence... . 


Poison Information Center. 


lo The Editor: 
Are the 
newly formed Poison Information Center? We feel 


physicians of Virginia aware of the 
that it can be of great value to them. We are taking 
this opportunity to remind them of its existence and 
the facts that they need to know about it. The 
Center is located in Medical College of Virginia in 
Richmond and until such time as other centers are 
organized, this one will serve the physicians of the 
entire State. The Center is manned by a medical 
staff. 

Information is available twenty-four hours a day. 
Current files are kept on the harmful constituents 
of various household and chemical products on the 
Data on the effective treatment and man- 


agement of persons suffering from poisoning is also 


market. 


on file. This information is readily available to a 
physician if he phones Milton 4-9851 at Richmond, 
and asks for the Poison Information Center. 

We, of Monacan Junior Woman’s Club, have the 
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privilege of working closely with the Center. Our 
members enjoy a very comforting feeling in knowing 
that our physicians have this source of information 
available to them. We ask that the physicians of 
Virginia take advantage of the services the Center 
offers them. 

Of course, we are interested not only in prevent- 
ing deaths from poisoning, but to “put the horse 
before the cart’, we are interested in preventing the 
px isoning itself. 

To help us accomplish this mountainous task, the 
physician might take a small amount of his time 
to give a word of warning to his patients about the 
potential dangers of the medications that he pre- 
scribes and of the simplest household products. 

We, of Monacan Junior Woman’s Club. thank ycu 
for your interest in reading this letter. 

ANNE C. Davis (Mrs. Cary W.) 
Chairman, Safety Committee 
7709 Stuart Hall Road 
Richmond 26, Virginia 
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Miscellaneous .... 


“Principles of Medical Ethics” 


Medical ethics is a subject of the utmost impor- 
tance and every physician should, in these changing 
and uncertain times, understand fully the principles 
which guide and, to a great extent, determine his 
relationships with both the public and the profession. 

The Ethics Committee of The Medical Society 
of Virginia has arranged for the ‘Principles of Med- 
ical Ethics” to be reviewed section by section— 
accompanied by a detailed explanation from the 
Judicial Council of the American Medical Associa- 
tion. The opinions of the Council will make inter- 
esting reading and will do much to dispel any 
doubts which might exist concerning the interpreta- 
tion of the various sections. 

A review of the first section of the “Principles of 
Medical Ethics” 


the Monthly will treat the remaining sections in 


follows and subsequent issues of 
sequence. 


PREAMBLE 

These principles are intended to aid physicians 
individually and collectively in maintaining a high 
level of ethical conduct. They are not laws but 
standards by which a physician may determine the 
propriety of his conduct in his relationship with 
patients, with colleagues, with members of allied 
professions, and with the public. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN THE PREAMBLE 
The Judicial Council is of the opinion that the 
PREAMBLE of the Principles of Medical Ethics, 
1957, embraces the spirit and intent of several 
sections of the 1955 edition of the Principles, in- 
cluding: the Preamble; Chapter I, Section 3 (Groups 
and Clinics) ; and Chapter VIII, Section 3 (Pharma- 
cists). These sections are reproduced below as guides 
in the interpretation of the PREAMBLE. 


PREAMBLE, 1955 EDITION OF THE PRINCIPLES OF 


MepicaL Ernics: 

These principles are intended to serve the phy- 
sician as a guide to ethical conduct as he strives 
to accomplish his prime purpose of serving the 
common good and improving the health of man- 
kind. They provide a sound basis for solution of 
many of the problems which arise in his relation- 


ship with patients, with other physicians, and 
with the public. They are not immutable laws 


to govern the physician, for the ethical practi- 
tioner needs no such laws; rather they are stand- 
ards by which he may determine the propriety of 
his own conduct. Undoubtedly, interpretation of 
these Principles by an appropriate authority will 
be required at times. As a rule, however, the 
physician who is capable, honest, decent, cour- 
teous, vigilant, and an observer of the Golden 
Rule, and who conducts his affairs in the light of 
his own conscientious interpretation of these Prin- 
ciples will find no difficulty in the discharge of 
his professional obligations. 


CHAPTER I, SECTION 3 (GRouUPS AND CLINIcs) 1955 
EDITION OF THE PRINCIPLES OF MEpIcAL ETHICs: 
The ethical principles actuating and governing 
a group or clinic are exactly the same as those 
applicable to the individual. As a group or clinic 
is composed of individual physicians, each of 
whom, whether employer, employee or partner, is 
subject to the principles of ethics herein elabo- 
rated, the uniting into a business or professional 
organization does not relieve them either indi- 
vidually or as a group from the obligation they 
assume when entering the profession. 


CuHaptTer VIII, Section 3 (PHARMACISTS) 


EDITION OF THE PRINCIPLES OF MepicaL ETuHIcs: 


1955 


*hysicians should recognize and promote the 
practice of pharmacy as a profession and should 
recognize the cooperation of the pharmacist in 
education of the public concerning the practice 
of ethical and scientific medicine. 


OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 
The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting the PREAMBLE. 


UNETHICAL ConpvucT 

The Council does not believe it is appropriate to 
define terms not used in the Principles which con- 
note unethical conduct because neither definition nor 


description determines the ethical nature of conduct. 
(1954 Report) 
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“GHOST SURGERY” 

The Judicial Council in its 1954 Annual Report 
stated that it does not believe it appropriate to define 
expressions not found in the Principles themselves 
which, in popular usage, connote ethical or unethical 
conduct. The Council points out that the Principles 
themselves are the criteria by which the ethical nature 
of professional conduct is determined. Whenever it 
beomes necessary to evaluate the ethical quality of 
any particular act, reference must be made to the 
Principles themselves. (JAMA, Mar. 30, 1957) 


COOPERATIVE DIAGNOSTIC LABORATORIES 

Concerns known as “cooperative diagnostic labora- 
tories” have been organized in which practic ing phy- 
sicians participate as “members”. Information indi- 
cates that organization is effected in such a manner 
that control will lie in the hands of the promoters 
and directors of these schemes and that practicing 
physicians are then expec ted to refer work to the 
laboratories operated by the concern. As a consid- 
eration for such referrals, the physician members re- 
ceive from the laboratories compensation varving 
with the amount of work referred. The Judicial 
Council is of the opinion that schemes of this kind 
are unethical and directly opposed to the interest of 
scientific medicine and of the state. (1930 Report) 


PRINCIPLES APPLICABLE TO ALL 

There is but one cede of ethics for all, be they 
group, clinic or individual and be they great and 
prominent or smal] and unknown. (1934 Report) 


DiaGnostic CLINIC 

The name “‘clinic’’, because of its association with 
the earlier uses of the term, implies a very superior 
service by very superior individuals. This is fre- 
quently not the case. If the American Medical As- 
sociation is to define a diagnostic clinic it must be 
done in a way that will represent the efficiency that 
modern scientific progress has made possible to the 
doctor of medicine who has kept abreast of that 
progress, and the idealism or ethical principles that 
for hundreds of years have been our most cherished 
heritage as a profession. The Council submits the 
following as its opinion of a proper definition of a 
diagnostic clinic: 

(1) A diagnostic clinic is an organization of 
physicians whose sole work in the clinic is to 
make or supervise diagnostic examinations of 
patients referred to the clinic by doctors of medi- 


cine, or to collaborate in general diagnostic sur- 


vevs. 
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(2) The reports of the diagnostic clinic on 
examinations and tests are made only to the re- 
ferring physician unless he requests that the case 
and the recommendations for treatment be dis- 
cussed with the patient as a part of a professional 
consultation at which the relationship of the 
results of the diagnostic studies to the general 
condition of the patient is open for discussion. 
In such case, discussion is only by a member 
of the staff. 

(3) The staff of the diagnostic clinic should 
include representatives from all the specialties 
that are of recognized diagnostic usefulness. Every 
clinical examination, laboratory test or X-ray 
procedure is made by a physician who specializes 
in that field or under his supervision. They ex- 
ercise fully their abilities. 

(+) The control of the clinic must be vested 
in one or more members of the professional staff. 
Any profits are to be apportioned only to the 
members of the staff actually engaged in the 
work of the clinic. There must be no dividends, 
bonuses or salaries paid any individual except for 
services rendered. 

(5) The clinic must be governed in its activi- 
ties by the same ethical principles as apply to 
any individual member of the American Medical 
Association. 

It is recognized that under this definition only 
in cities large enough to support the various 
specialists needed can a diagnostic clinic be 
established or maintained. Unless the specialists 
are available it is not a diagnostic clinic worthy 
of the name. (1939 Report) 


Division OF INCOME BY MEMBERS OF A GROUP 

It is important to bear in mind that the division 
of income given to members of a group practicing 
jointly or in partnership must be in proportion to 
the value of the services contributed by each indi- 
vidual participant. To divided the income of the 
group equally after deducting expenses would be in 
fact the division of fees, which is not only unethical 
but in violation of the laws of some states. (1946 


Report) 


PRINCIPLES AppLy TO MEMBERS OF GROUP OR 
PARTNERSHIP 

The ethical principles controlling group practice 
are the same as for the individual. Since the prin- 
ciples of ethics for private practice absolutely for- 


bids the splitting of fees under any and all circum- 
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stances the same rule applies to group practice and 
the group formed must be a real partnership in 
which the total income is divided not equally but 
according to the individual income earned by the 
member. (1947 Report) 


“CLINIC” 


The Judicial Council has stated before that it 
does not define terms that may connote ethical or un- 
ethical conduct. Nor does it believe it to be within 
its provinee to attempt to approve or disapprove, 
encourage or discourage particular forms of medical 
practice by definition. The Principles of Medical 
Ethics are themselves the criteria by which the ethical 
nature of professional conduct is determined. In 
connection with any definition of the word “clinic,” 
it should be clear that regardless of how clinic is 
defined each physician-member of the clinic must 
act, in his relations with his patients and his col- 
leagues, in accord with all the Principles of Medical 
Ethics. No physician member of a clinic may per- 
mit the clinic to do that which he may not do. Each 
physician must observe all the Principles of Medical 
Ethics. 

Under the ethical principles of medicine no use 
may properly be made of the word clinic that would 
mislead or deceive the public, or would tend to be 
a solicitation of patients to the particular group of 
physicians holding themselves out as a “clinic”. 
(JAMA, March 30, 1957) 


How Do You Feel? 


Dr. Charles Frankel of the University of Virginia 
Hospital recently made an interesting statement 
which he feels might be the opening of a new field 
in litigation. Dr. Frankel feels failure by a phy- 
sician to warn a patient for whom he has prescribed 
certain drugs which “create a visual or reflex dis- 
turbance” might be construed as legal liability in 
the event the patient is involved in a traffic crash 
resulting from the temporary physical defect. 


Reprinted by permission of the Editor of “Virginia 
Trucks.” 
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It makes sense to us, as many drivers involved 
in crashes and many drinking drivers blame the 
taking of a drug for their trouble. While we believe 
most physicians are careful to so advise their pa- 
tients, it might be well to settle the fact that this 
has been done by writing a warning on the prescrip- 
tion in order that a plea of ignorance will be invalid. 

In this connection, courts have ruled that a driver 
who operates when suffering from an illness he knows 
can suddenly incapacitate him or while influenced 
by properly administered drugs-which he knows can 
do the same thing is legally liable for any damage 
he might cause. 

In other words, one who knows he is subject to a 
disease which causes sudden fainting spells which 
an “act of God” or other causes beyond his control. 
cannot immediately be predicted, although he might 
be otherwise capable, should not drive. If he does 
and comes to grief by reason of such an attack, he 
cannot successfully plead the crash stemmed from 
He drove in full control of his mind and body but 
knowing at any second he could be suddenly inca- 
pacitated. 

The same is true for drowsiness. Normal sleep 
doesn’t come upon one as if he had been subjected 
to a shot of sodium pentothal. It gives warning 
in a feeling of sleepiness which begins to set in well 
before the subject succumbs to it. Therefore, as 
inconvenent as it might be, he is legally bound to 
stop driving until he is alert again or to relinquish 
the wheel to someone else. He knows his drowsiness 
can well result in his falling asleep and that asleep 
he is almost certain to wreck his car and has an 
excellent chance of running into another vehicle. 
Thus also have the courts ruled. 

While we are on the subject, we might as well 
echo the feelings of many physicians now that it is 
incumbent upon them that they warn patients they 
feel are not physically capable of driving properly 
not to do so. Such a situation might arise from 
permanent defects, advancing age, nervous conditions 
and other causes. Of course, the physician could 
incur no legal liability here in not doing so. 
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Womans Auxtliary.... 


President Mrs. JOHN R. St. GeorGe, Portsmouth Historian—Mrs. Hawes Campbell, Richmond 
President-Elect Mrs. CuHartes A. Eastey, Danvi 

Vice-Presidents Mrs. THoMpsoN, Chatham 


Mas. Grorce Brooks, Richmond Mrs. Maynard Emlaw, Richmond 
Mrs. Ropert Detwiter, Arlington Mrs. J. L. DeCormis, Accomac 
Recording Secretary Mrs. JAMES GRINELS, Richmond 


Advisory Council—Dr. Cullen M. McCoy, Norfolk 
Corresponding Secretary__Mrs. Howarp Krucer, Norfolk 


Dr. Fletcher J. Wright, Petersburg 
Treasurer Mrs. WyndHAM B. Branton, JR., Richmond etcher 
Publication Chairman Mrs. Paut Dr. Reverdy Jones, Roanoke 


PEARSON, Warsaw 


Committee Chairmen. Portsmouth. 


The following Committee Chairmen will serve This Auxiliary was officially organized on Sep- 


the Woman’s Auxiliary for this year: tember 6th at a general meeting and lunechon at the 


Organization and Membership—Mrs. Charles Elizabeth Manor Country Club. Officers installed 
Easlev. Danville were: President, Mrs. L. E. Mayo; president-elect, 
Finance—Mrs. Kalford Howard, Portsmouth Mrs. Byron Eberly; vice-president, Mrs. H. M. 


Kunkle; recording secretary, Mrs. Joseph MacPhail; 
corresponding secretary, Mrs. John Hollowell; treas- 
Legislation—Mrs. Thomas Hunnicutt, Jr., New- urer, Mrs. James Morgan; historian, Mrs. Paul Rob- 

port News inett; and parliamentarian. Mrs. K. W. Howard. 


The advisory committee from the Portsmouth Acad- 


Program—Mrs. Girard Thompson, Chatham 


Public Relations—Mrs. Arthur Taylor, Suffolk 


Revisions—Mrs. Malcolm Harris, West Point emy of Medicine is Dr. W. B. Pope, Jr., Chairman; 
Publications—Mrs. Paul C. Pearson, Warsaw Dr. M. H. Hood; and Dr. A. P. Long. 

Bulletin—Mrs. Louis A. Houff, Clifton Forge The first Board meeting was held on November 
Today's Health—Mrs. Robert Keeling, South Hill 26th. Activities for the year were discussed and it 


: : was recommended that we would have: a general 
Recruitment—Mrs. Herman Farber, Petersburg ; 


Mental Health—Mrs. Clyde Bedsaul, Floyd 
Safetvy—Mrs. Custis Coleman, Richmond 
Civil Defense—Mrs. Frank DeLaura, Norfolk Giorta TYLER ROBERTSON 
Members-at-Large—Mrs. Ira Hancock, Creeds Publicity Chairman 
Cancer Control—Mrs. N. M. Nipes, Harrisonburg 

Leigh-Hodges-Wright Memorial Fund—Mrs. W. Mrs. K. W. Howard, 


meeting and luncheon in January; a Doctor’s Day 


dinner and dance; and a State President’s lunchecn 
in the spring. 


C. Barr. Richmond Portsmouth, was elected first vice president of 
Philanthropic Fund Mrs. Rufus Brittain. Taze- the Woman's Auxiliary to the Southern Medical 

wails Association at its meeting in Miami. Last vear she 
AMEF—Mrs. James Moss, Alexandria 
Student Loan Fund—Mrs. J]. M. Booker, Lotts- — 

Publicity. 

To our contributors to this issue of the “Auxiliary 

Research and Romance of Medicine—Mrs. Mal- : 


J Page’, our thanks for your prompt reply to our re- 
lory Andrews, Norfolk 


quest for news. May we again stress the importance 
Councilor to Southern—Mrs. Walter A. Porter, 


Hillsville 


Nominating—Mrs. A. B. Gravatt, Jr., Kilmarnock 


of your copy of the activities of your Auxiliary 
being sent to the Publications Chairman the first of 
each month following the meeting. 
Parliamentarian—Mrs. Richard Revnolds, Nor- Mrs. PEarson 
folk 


Publications Chairman 
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President’s Message .... 


SN THOSE who read it each month, the Virginia Medical Monthly is obviously 
a fine example of its type of publication. The more casual observer of it, who 
knows little of what goes into such an effort, should realize what it takes to produce, 


month after month, a journal that ranks with the best in the country. 


Our able Editor, Dr. Harry Warthen, Jr., and his Editorial Board must carry 
on the business of the magazine, answering to The Medical Society of Virginia for 
its popularity, costs and profits, and general policies. Experience greatly helps in 
this area and little change was made in this Board this year. 

E. Spencer Watkins, our sharp eved, efficient Managing Editor has the tough job 
of collaring (and collecting from) advertisers, checking their ads, deciding what 
medical articles shall go in each month, reading proof, (and making necessary cor- 
rections), getting all data to the Printer and back from the Printer and back to the 
Printer again, determining what shall go where and why, keeping track of new sub- 
scriptions, old subscriptions and overdue subscriptions. The other people working in 


our Headquarters at Richmond aid her in this work. 


Because of the time it takes to accomplish these tasks, it is difficult to use our 
Monthly as a means of disseminating information that needs to be acted on quickly. 
The material for any given issue must go in to the printer at least one month ahead 
of actual publication, and sometimes it takes even longer. We have cast about for 
some means of using the Monthly to alert our members concerning National and 
State legislative proposals especially, or other events and problems that suddenly 
appear on the scene. It would appear that the section known as Current Currents is 
the best means of accomplishing this. The bright yellow page is made up separately 
and inserted into the magazine just before binding and mailing so that it reaches 
the reader with still-fresh news of importance. It is almost the “newspaper” part of 
our magazine. 


I should like to suggest that all members read this section as soon as possible after 
the Monthly is delivered to you. We hope to keep you up to date in this way, with 
pertinent, easy to read data. In return, we ask you to let your legislators and /or State 


Society officers know your feelings on the issues involved. 


President 
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Current Currents 


PHYSICIANS are urged to take another look at the Forand Bill, H. R. 9467, which 
poses the greatest threat ever to the free practice of medicine. This Bill would provide 


hospital and surgical benefits for persons who are receiving, or are eligible for, social 


security retirement and survivorship payments. 


Dr. David B. Allman, President of the AMA, has called for local action campaigns to 
enlist full community support in opposition to the Bill. According to Dr. Allman, the 
Forand Bill is “cut from the same cloth” as national compulsory health insurance and 


“emanates from the same minds”. 


The Forand Bill contains four provisions of particular interest to physicians. They 
are: (1) up to 60 days per year of hospital care along with nursing home care and sur- 
gical service—nursing care up to 120 days per year minus the number of days of hos- 
pitalization; (2) maximum rates for retired persons and survivors would be increased 
to $305 monthly from the present $200 monthly maximum; (3) rates of taxation on 
both employee and employer would progressively increase until a combined total of 
9'% per cent were reached in 1975; (4) taxable income would be increased to $6,000 
from the present rate of $4,200. 


ATTENTION is also called to the Kean Bill, H. R. 8883, which, among other things, 


provides for compulsory coverage of self-employed doctors of medicine under OASI. 


THE MEDICARE PROGRAM, in its first year of operation, has paid a total of $43 


million in claims. The government has paid 300,000 physicians’ bills amounting to $22 


million and over 200,000 hospital bills totaling $21 million. During this first year, ap- 


proximately 40 per cent of Medicare patients were maternity cases. The Air Force 


accounted for 41 per cent of the total claims, the Navy 32 per cent, the Army 25 


per cent and the U. S. Public Health Service 2 per cent. 


DR. GEORGE F. LULL is now Assistant to the President of the AMA. The new Gen- 


eral Manager is Dr. F. J. L. Blasingame who has assumed responsibility for the over-all 


administration of the Association. In his new job, Dr. Lull will relieve the President 
of many of the burdens of that office in addition to serving as Secretary of the Asso- 
ciation. He will act as a special ambassador of the medical profession in cities and towns 


throughout the country. 


WOMEN IN THE UNITED STATES today live considerably longer, on the average, 


than men. According to a report issued by the Health Information Foundation, the life 


expectancy of females at birth was, in 1956, over six years higher. The better record of 
women results from the more rapid decline of their mortality since 1900, rather than 


from any increase in the death rate among men. 


. 


WHERE DOES AMA MONEY GO? This question was recently answered by Dr. 
George Lull, who told a Miami audience how the AMA spends its annual income of 
approximately $10 million. The AMA receives most of its revenue from dues and sub- 
scriptions totaling $5,192,000. Advertising brings in another $4 million. Some ex- 
penses, reported to the nearest thousand, are: public relations, $400,000; Council on 
Medical Education and Hospitals, $376,000: Bureau of Health Education, $296,000: 
Washington Office, $227,000; Council on Medical Service, $206,000; Membership Rec- 
ords, $202,000; Bureau of Medical Economics Research, $173,000; Biographical Rec- 
ords, $155,000; American Medical Education Foundation Overhead, $119,000; Law 
Department, $111,000; Bureau of Exhibits, $109,000; Council on Drugs, $99,000; 
Council on Industrial Health, $76,000; Council on Rural Health, $68,000; Council on 
Medical Physics, $61,000; Council on Foods and Nutrition, $56,000. 


THE U. S. CHAMBER OF COMMERCE deserves a vote of thanks for the manner 


in which it reacted to a resolution introduced during a recent meeting of the Ameri- 


can Municipal Association, a federation of state municipal leagues. The resolution ad- 


vocated compulsory health insurance. 


The U. S. Chamber immediately contacted all state chambers, urging them to wire the 
association and express strong opposition to such a proposal. The Chamber has in- 
formed the AMA that the response and support from state offices were excellent. 
The American Municipal Association shelved the resolution and will appoint a com- 
mittee to study the problem with instructions to report back at the next meeting in 
December, 1958. 


TWO NEW TEN-MINUTE FILMS will be available soon from the American Med- 


ical Association. The films, particularly suited for showing to school and church 


groups, are entitled “The Silent Killer” and “Out of Step”. The former deals with the 
dangers of carbon monoxide poisoning from gasoline exhausts and the latter tells the 
dramatic story of an accident which occurs to a child whose father has always ridiculed 
safety measures, first-aid and other so-called “boy scout” ideas. The Scouts, of course, 


come to the rescue! 


The films are available on loan to medical societies and can be secured from the AMA 


Bureau of Health Education. The only charge is for return shipping. 


DID YOU KNOW that the distribution of narcotics is a function of the Bureau of 


Narcotics of the Treasury Department and has nothing to do with the Food and Drug 


Administration, except in the exchange of information. 


Regulations having to do with advertising drugs on radio, television and in newspapers is: 


primarily a function of the Federal Trade Commission and not of the Focd and Drug 


Administration. 


- 


Fditorial.... 


Virginia’s Medical Education 


IRGINIA can justifiably be proud of its two medical schools, each of which 
has served the State well over many years, and each of which enjoys a fine 
national reputation. What is not widely appreciated, however, is the fact that our 
schools are operating under severe financial handicaps, which must be alleviated 


if they are to maintain their present status, let alone improve it. 


We have all heard through the National Fund for Medical Education, the Ameri- 
can Medical Education Foundation, and the recent speech by President Eisenhower 
of the nationwide plight of Medical Education, but let us look at the relative position 
of Virginia in the national picture. The figures to be quoted refer specifically to the 
University of Virginia, but the Medical College of Virginia finds itself in a similar 


situation. 


There are 22 medical schools, public and private, of approximately the same size 
as the University with which it may fairly be compared. Of these, 15 have larger 
budgets for faculty salaries. Only 6 have smaller. There are 10 other State schools 
of comparable size, 9 of which have higher budgets for salaries and all 10 of which 
enjoy greater total state support than we. Furthermore, the magnitude of the dis- 
crepancies is very great, the average figure for total state support of the 10 schools 
being over twice the amount appropriated for the Medical School at the University by 
our General Assembly. It must be apparent that if our schools are to survive, sub- 


stantial relief is urgently needed. 


Physicians in the State will recognize this situation as a truly compelling reason for 
urging appropriation of the funds necessary for the modest increases in operating 
budget requested by our medical schools in the next biennium. Their help and sup- 
port will be deeply appreciated. 

Tuomas H. Hunter, M.D. 
Dean, School of Medicine, 


University of Virginia 


Postscript to the Barber-Surgeon’s Sign 


HE JULY ISSUE of the Virginia Medical Monthly contained an item concern- 


ing an early seventeenth century barber-surgeon’s signboard which was being 
reproduced in England for display in the Medical Exhibit of the Jamestown Festival. 
Through the good services of Mr. Harold Midgely of Richmond, England, the firm 
of Richard Dendy and Associates of London prepared a facsimile of this sign which 
arrived in mid-summer and proved to be the central attraction in the Medical Exhibit 
which was held in the Richmond Academy of Medicine. This board will be formally 
presented to the Academy by the Life Insurance Company of Virginia at the Section 


on the History of Medicine Meeting in February. 
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At the conclusion of the exhibit several members of the Academy felt that a second 


copy should be made from the same mould and presented to the Royal College of 


Surgeons inasmuch as the original sign had belonged to this Society and was destroved 


when the museum was burned during an air raid in 1940. When Mr. Dendy was 
written concerning this, he replied that he had “stolen a march” on the Richmond 
Academy of Medicine by already having had a copy made which he was going to 


give to the Royal College of Surgeons. 


GENTS Bis 


About this time the Medical Curator of the Smithsonian Institution, who had seen 
the editorial about the sign in the Virginia Medical Monthly, inquired as to how he 
could obtain a copy for the Smithsonian. He was referred to Richard Dendy and 
Associates and the London firm was advised by the Richmond Academy of Medicine 
that a copy could be made for the Smithsonian Institution upon request. 

The following reply was received: 

“The Smithsonian Institution has already written me regarding a copy of the board 
and in view of the pleasure I have had over the years from the National Geographic 
Magazine, with which I expect vou know they are closely associated, I hope they will 
accept one as a gift; it will also be a very small personal ‘thank you’ to you good 
neighbors for all the kindly acts you have done for us since we joined together during 
the last war. I hope this does not sound too pompous, it is quite genuine . . . Richard 
Dendy.” 

Had this been the only benefit obtained, and there were many others, this unex- 
pected act of international good-will would have made all the work expended in 
preparing the Jamestown Medical Exhibit eminently worthwhile. 


H.J.W. 
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Society Proceedings... 


Williamsburg-James City Medical Society. 

Dr. Baxter I. Bell, Sr., 
general practitioner of the year, was honored by this 
Society at a dinner meeting on December 11th. He 


re¢ ently chosen Virginia 


has been a Williamsburg physician for thirty-two 
years. 

Dr. Hiram Davis, State Commissioner of Mental 
Hygiene and Hospitals reviewed his department's 
budget requests for the 1958-59 biennium. 

Officers for 1958 were elected as follows: Presi- 
dent, Dr. Linwood Farley; vice-president, Dr. Janet 
Kimbrough; secretary, Dr. B. E. Robuck: and treas- 
urer, Dr. John Martin. 


Warwick-Newport News Medical Society. 
At the meeting of this Society on November 12th, 
the following officers were elected for 1958: Presi- 
dent, Dr. I. F. Nesbitt; vice-president, Dr. S. H. Mir- 
melstein; and secretary-treasurer, Dr. J. Q. Hatten. 
Dr. Barnes Gillespie was named chairman of the 
Board of Censors with Drs. E. L. 
O. W. Booth as the other members. 


Alexander and 


Fredericksburg Medical Society. 

Dr. T. S. Lloyd, Jr., has been elected president 
of this Society for 1958. Dr. C. P. Barnett is vice- 
president and Dr. W. D. Liddle secretary-treasurer. 


Fourth District Medical Society. 

Dr. Robert D. Keeling, South Hill, has been in- 
stalled as president of this Society, succeeding Dr. 
James A. Thweatt, Petersburg. Other officers are: 


Nens Notes.... 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the January issue of the Monthly: 

Thomas Marshall Arrington, M.D., Richmond 

Clifford Henry Fox, M.D., Charlottesville 

Ronald Blythe Harris, M.D., Roanoke 

Charles Fenton Hunt, M.D., Charlottesville 

Robert Henry Jordan, M.D., Richmond 

Leon Alphonse Martel, Jr., M.D., Falls Church 
Eugene Arthur Mason, M.D., Norfolk 
Moses Leroy Nafzinger, M.D., Woodbridge 
William John Reardon, M.D., Falls Church 
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vice-presidents, Dr. William Grossman, Petersburg, 
and Dr. Earl M. Bane, Lawrenceville; secretary- 
treasurer, Dr. C. W. Vick, Jr., Petersburg, and chair- 
man of the Steering Committee, Dr. Ray Moore, Jr., 
Farmville. 


Arlington County Medical Society. 

At the meeting of this Society on December 18th, 
Dr. Thomas A. McGavin was installed as president, 
succeeding Dr. K. C. Latven. Dr. Stephen J. Sheehy 
was named president-elect; Dr. Robert L. Norment, 
vice-president; Dr. Bertram C. 
and Dr. Michael A. 


becomes member-at-large of the Executive Committee. 


Snyder, secretary; 


Puzak, treasurer. Dr. Latven 


Virginia Society of Ophthalmology and Oto- 
laryngology. 

The annual meeting of this Society was held in 
Roanoke, December 5-7, under the presidency of 
Dr. L. Benjamin Sheppard, Richmond. Dr. Eman- 
uel Wallerstein, Richmond, was installed as presi- 
dent and Dr. Calvin T. Burton, Roanoke, was named 
president-elect. Dr. Thomas N. Winn, Covington, 
was elected vice-president and Dr. Maynard P. 
Smith, Richmond, secretary-treasurer. Members of 
the Executive Committee are Drs. G. Slaughter, 
Fitz-Hugh, Charlottesville; Howard L. Mitchell, 
Lexington; L. Benjamin Sheppard, Richmond; Al- 
bert Gillespie, Staunton; George N. Thrift, Rich- 
mond; Albert E. Long, Alexandria; and Peter A. 


Wallenborn, Roanoke. 


Gilbert Fletcher Rieman, M.D., Norfolk 
James Howard Smith, M.D., Petersburg 
Leslie Tavlor, M.D., Colonial Heights 


Hospital Staff Appointments. 

Dr. G. Edward Calvert has been reelected presi- 
dent of the staffs of the Marshall Lodge and Gug- 
genheimer Memorial Hospitals in Lynchburg. Dr. 
E. L. Stoll was named vice-president and Dr. Claire 
Whitmore, secretary. Drs. John Wyatt Davis, Jr., 
Richard Hawkins, L. M. Howard, J. B. Jones, W. 
F. Thornton, and E. T. Owen were elected to the 
executive board. 
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Dr. Randolph T. Shields has been named presi- 
dent of the King’s Daughters’ Hospital Staff in 
Staunton. Dr. William E. Harman was elected vice- 
president, Dr. Bruce L. Baer, secretary-treasurer, 
and Dr. H. McKelden Smith member-at-large of 
the executive committee. 

Dr. Adrian J. Delaney is the new president of the 
Alexandria Hospital Medical Staff. Dr. C. A. Hud- 
son was named president-elect and Dr. Jean D. 
Lockhart secretary-treasurer. Drs. A. S. Williams 
and Christopher Murphy, Jr., was elected to two- 
year terms on the executive committee. 

Dr. H. Lee Earnhardt has been elected to head 
the Mary Washington Hospital Staff, Fredericks- 
burg. Dr. J. C. MacKnight was named vice-presi- 
dent and Dr. John W. Painter, secretary-treasurer. 

The Medical Staff of the Northampton-Accomack 
Memorial Hospital, Acomack, has named Dr. W. J. 
Sturgis, Jr., as president. Dr. J. E. Gladstone was 
re-elected vice-president and Dr. E. M. Henderson, 
secretary. 


Dr. Wyndham B. Blanton, 

Richmond, was guest speaker at the recent meet- 
ing of the Virginia Society of Colonial Dames of 
America. He discussed “Epidemics, Real and Im- 
aginary, and Other Factors Affecting Virginia’s First 
Century Population”. 


Southeastern Medical-Insurance Conference. 

The 1958 Conference was held in Atlanta, Ga., 
on January 19th. Dr. Harry C. Bates, Jr., president 
of The Medical Society of Virginia, spoke on “Why 
Does Medicine Need Voluntary Health Insurance?” 
and Robert I. Howard, secretary of the Society was 
moderator of the discussion. 


Dr. W. C. Moody, 

Commander of the Department of Virginia of the 
Veterans of Foreign Wars, was guest speaker at the 
13th anniversary dinner-dance of the Hopewell post. 
More than 200 attended the dinner, at which presi- 
dents of the various civic clubs, city officials and 
others were invited guests. 


Drs. Weyle and Howard. 

Drs. W. Leonard Weyle and Robert L. Howard 
have been elected members of the Board of Directors 
of the Arlington County Unit of the American Can- 
cer Society. 


Dr. Robert Q. Marston, 
Richmond, has been named a member of the Vir- 
ginia Committee for the selection of Rhodes scholars. 
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Dr. Walter B. Martin, 


Norfolk, has been honored by the United States 
Junior Chamber of Commerce through the Norfolk 
Chamber for his work as a judge in the national 
organization’s pick of the 10 outstanding young 
Jaycees of the nation for 1956. He was presented 
a certificate of appreciation. 


American College of Surgeons. 

A four-day Sectional Meeting of the College will 
be held in New York City, March 3-6. More than 
4,000 surgeons, surgical specialists, nurses and re- 
lated medical personnel from Canada and the United 
States are expected to attend. 

The program will include hospital clinics, panel 
discussions, symposia, scientific papers, technical 
exhibits, medical motion pictures, cine-clinics, in 
general sessions, and separate prorgams in the spe- 
cialties of otolaryngology, ophthalmology, urology, 
gynecology-obstetrics, orthopedic surgery, and tho- 
racic surgery. 

Dr. H. Prather Saunders, Associate Director, 
American College of Surgeons, is in charge of the 
Sectional Meeting program and inquiries may be 
addressed to him at 40 East Erie Street, Chicago 11, 
Illinois. 


Dr. Andrew F. Giesen, 

Christiansburg, has been re-elected president of 
the Radford-Montgomery chapter of the Virginia 
Society for Crippled Children. 


Dr. Ernest B. Carpenter 

Will serve as chairman of the Medical Advisory 
Committee of the Richmond-Henrico Chapter of the 
National Foundation for Infantile Paralysis. Others 
on the committee are Drs. H. W. Park, Weir M. 
Tucker, Count D. Gibson and William C. Gill. 


Dr. A. J. Edwards, 

Bristol, was recently given a testimonial dinner 
at Virginia Intermont College. More than 100 per- 
sons, including the college faculty and friends in 
a number of states attended. Dr. Edwards recently 
retired as physician for the College. 


Congress on Diseases of the Chest. 

The Fifth International Congress on Diseases of 
the Chest, sponsored by the American College of 
Chest Physicians, will be held in Tokyo, Japan, 
September 7-11, 1958. Eminent scientists from coun- 
tries throughout the world will participate in the 
discussions, which will be simultaneously interpreted 
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into the three official languages for the Congress, 
i.e., Japanese, French and English. 

For additional information, write Mr. Murray 
Kornfield, Executive Director, American College of 
Chest Physicians, 112 East Chestnut Street, Chica- 
go 11, Illinois. 


Dr. R. C. Longan, Jr., 

Richmond, has been appointed as a member of the 
State Hospital Board, filling the unexpired term of 
the late Dr. R. Finley Gavle, Jr. 


Dr. Benedict Nagler, 

Superintendent of the Lynchburg Training School 
and Hospital, was guest speaker at the December 
meeting of the Lynchburg Federation of the Parent- 


Teacher Association. 


Wanted. 
Mental Hospital physician. Merit increases. Va- 


cation and sick leave with pay. Retirement benefits. 


Obituaries .... 


Dr. Henry Cowles Rucker, 
Prominent and Amelia 


County, died December 22nd. He was seventy-nine 


beloved physician of 
vears of age. Dr. Rucker graduated from the George 
Washington University School of Medicine, Wash- 
ington, D. C., in 1902, and began his practice in 
Wise County. He practiced for five vears in Rich- 
mond before locating in Amelia County in 1917. 
In 1953, Dr. Rucker was selected by Governor John 
S. Battle to be Virginia’s guest of honor at the first 
Western Hemisphere Conference of the World Med- 
ical Association in Richmond. 

Dr. Rucker was a member of the Ruritan Club 
and the Masonic Lodge at Powhatan. He was a 
former president of the Amelia County Medical 
Society and was a Life Member of The Medical 
Society of Virginia, having joined in 1924. 


His wife, two sons and a daughter survive him 


Dr. Noland MacKenzie Canter. 

With the suddenly shocking death of Noland Mac- 
Kenzie Canter on December 9, 1957, the citizens of 
Harrisonburg and Rockingham County, in fact, the 
citizens of Virginia, have lost a great christian phy 
sician and friend. His kindly interest in people of 
any station of life, and his great concern for the 


public welfare, spiritually as well as medically, 
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Chief of Service—Four years of psychiatric ex- 


perience, at least two of which must have been in a 
mental hospital. State license or eligibility therefor. 
Starting salary $10,992.00 per year. 

Staff Physician—Two years of psychiatric experi- 
ence, at least one of which must have been in a 
mental hospital. State license or eligibility therefor. 
Starting salary $10,032.00 per vear. 

Apply to Superintendent, DeJarnette State Sana- 
( Adv.) 


torium, Staunton, Virginia. 


Physicians Wanted. 

Generalists: four with or without surgical inter- 
ests for hospital-office ownership and solo practice. 
Must invest $20,000. Write #275, care the Monthly, 


P. O. Box 5085, Richmond 20, Virginia. (Adv.) 


Wanted. 

Surgeon for Clinchfield Hospital, Dante, Virginia 
(Mining Town). Contact Dr. W. C. Elliott, Lebanon, 
( Adv.) 


Virginia. 


endeared him to the hearts of all who knew him, and 
made his loss well nigh irreparable. 

Dr. Canter was born near Fredericksburg, on July 
22, 1890. He received his early education in the 
at Randolph-Macon 
Academy. He was a graduate of Randolph-Macon 
College with an AB Degree, and from Johns Hop- 


community of his birth and 


gins University on June 10, 1913, 
Medicine. He served his country as Captain in the 
Medical Corps of the United States Army from 1917 
to 1924. He was radiologist at Walter Reed Hos- 
pital in Washington, D. C., from 1920 to 1924. 


as a Doctor of 


Dr. Canter was a member of the North American 
Radiologic al Soc iety, the Virginia Radiok gical So- 
ciety, The Medical Society of Virginia, the American 
Medical Association, the Rockingham County Medi- 
cal Society, and the Valley of Virginia Medical So- 
ciety. He was also a member of the Rockingham 
Union Lodge of Masons and he received a Doctor 
of Science degree from Randolph-Macon College in 
1955. 

Dr. Canter was the first radiologist of the Rock- 
ingham Memorial Hospital, a position he held for 
twenty-seven years. He kept up with all the ad- 
vances in the science of x-ray and was largely re- 


sponsible for having the most medern equipment 
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installed in the hospital. He was very active in the 
affairs of the community and was frequently called 
on for his inspiring talks. He was one of the 
founders and an active worker in the Rockingham- 
Harrisonburg, Virginia Cancer Society, and was 
deeply interested in the research made to curb this 
dreaded disease. 

To Dr. Canter’s colleagues and the host of friends 
that he possessed, he was always a gentle person, 
characterized by a certain sweetness and a gay grace. 
To his patients, he imparted a sense of comfort and 
strength. 

His early spiritual development began at the knee 
of a devoted christian mother, a highly honored 
Methodist minister father, associated with his broth- 
ers, Dr. Hall Canter and Dr. Harry Canter, and 
his sister, Mrs. Julia Mahood. With these close 
religious relationships, it is not remarkable that 
Noland was ever conscience of his indebtedness to 
Christ, his responsibility in spreading the Gospel, 
and in every walk of life serving his Master. Work 
in the Methodist Church filled a great part of his 
life. He was a delegate to many state and national 
Councils of Churches. He was a member of the pas- 
toral relations committee and president of the Con- 
ference Board of Hospitals and Homes for the Vir- 
ginia Conference. He was a member of the Board 
of Stewards of the Ashbury Methodist Church, and 
served as an inspiring teacher of the Brotherhood 
Bible Class for many years. 

On June 9, 1921, he married Miss Mary Virginia 
Yancey, who survives him. Besides his wife, he is 
survived by three sons, Dr. N. M. Canter, Jr., of 
Harrisonburg; Mr. Harry Yancey Canter of Bethes- 
da, Maryland; and Dr. Hall Gibbons Canter of 
Arlington. 


In his daily work and associations, he was always 
ready to give helpful counsel, being always kind, 
gracious, and dignified. In more recent years, he 
devoted countless hours to the advancement and 
betterment of the hospital and its facilities. He was 
a congenial colleague and a loyal friend. 


THEREFORE, Be IT Resotvep that these facts and senti- 
ments be recorded in the minutes of the Rockingham 
County Medical Society, and the Staff of the Rockingham 
Memorial Hospital, and a copy be sent to the Virginia 
Medical Monthly. 


Be Ir FurTHER RESOLVED that a copy of these sentiments 
be sent to the family of Dr. Canter as an expression of 


our deep respect and abiding sympathy in their bereave- 
ment. : 


Georce G. TANNER, M.D. 
H. GRANT Preston, M.D. 


Dr. Eugene Andrew MacCornack, 

Boulder, Colorado, died December 8th, at the age 
of seventy-one. He was a graduate of the University 
of Illinois in 1913. Dr. MacCornack practiced for 
some time in Lynchburg and in Warrenton. He was 
a member of The Medical Society of Virginia, having 
joined in 1937. His wife survives him. 


Dr. Reynolds. 


Dr. Richard Moncure Reynolds, general medical prac- 
titioner in Norfolk for 27 years, died October 29, 1957, 
in a Norfolk hospital. He had been hospitalized for three 
weeks with a coronary occlusion. 

A lifelong resident of Norfolk, he was the husband of 
Mrs. Margaret Sheppard Reynolds, whom he married 
June 11, 1931, in Richmond, and the son of Mrs. Sallie 
Vicar Reynolds of Norfolk, and the late Benjamin F. 
Reynolds. 

Educated in the Norfolk public schools, he graduated 
from Maury High School, and later attended Randolph 
Macon College. He received his M.D. degree in 1928 from 
the Medical College of Virginia, and the same year in- 
terned at St. Vincent’s Hospital. 

For many years he was associated with Dr. P. St. L. 
Moncure, and was active with him on the Gynecology 
Clinic at St. Vincent's Hospital. 

He was a past president of the Tidewater Academy of 
General Practice, and the Virginia Academy of General 
Practice, a member of The Medical Society of Virginia, 
the Norfolk County Medical Society, the Seaboard Medical 
Society, the Virginia Academy of General Medical Prac- 
tice, and the American Medical Association. 
member of the staff of DePaul Hospital. 

He was always a congenial colleague, a loyal friend, 
and beloved by all who knew him. 

THEREFORE, BE IT RESOLVED, that the members of the 
Norfolk County Medical Society extend their deepest 
sympathy and love to the family of the late Dr. Reynolds 
in the great loss they have sustained, and invoke the 
healing protection and guidance of Divine Providence 
upon them in their sorrow, and 

Be Ir FurTHER RESOLVED, that this resolution be recorded 
in the Minutes of the Norfolk County Medical Society 
and copies be sent to members of the family and to the 
Virginia Medical Monthly. 


He was a 


H. G. M.D., Chairman 
E. Ray ALtizer, M.D. 
M. F. Brock, M.D. 
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Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


BRUARY, 1958 


stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 


2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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SAINT ALBANS 


A PREPARE MIATAIC 
RADFORD, VIRGINIA 


STAFF 
James P. Kine, M.D. 
Director 


James K. Morrow, M.D. Ciara K. Dickinson, M.D. James L. Curtwoop, M.D. 
Tuomas E. Parnter, M.D. DanieLt D. Cures, M.D. Medical Consultant 


AFFILIATED CLINICS: Beckley Mental Health Center Harlan Mental Health Center 
Bluefield Mental Health Center Beckley, W. Va. Harlan, Ky. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. C. H. Crudden, M.D. 


@ “Understanding Care” @ 


’ Skilled N ursing Care for Your Elderly and Chronic Patients 


Health 
Approved Each Guest Under Care of His Own Doctor. Invited 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS. 


24 hours daily care in a specifically TELEPHONE Private and Semi-Private Rooms with 
built 52 Bed Nursing Home. Super- toilets. Rates from $50 to $75 weekly 


vised by a Resident R. N. and M. C. V. Milton 3-211] for Bed, Board and General Nursing. 
Extern. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Ph 2 i 


e@ Kidde ATMO Fire Detection System Equippede 
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HLADYS GUIDANCE CENTER 


928 West Franklin Street 
Richmond 20, Virginia 


Phone—EL 9-2279 


For treatment of the serious mental illnesses of childhood and adolescence. 


Services include psychological testing, intensive phychotherapy, group 
psychotherapy, art therapy, interpretive dancing, music therapy, psycho- 


drama, physical therapy, educational therapy, and play therapy. 


J. J. HLADYs, M.D., Neuropsychiatrist W. E. HARRIS, PH.D., Clinical Psychologist 


JANE P. REYNOLDS, Fine Arts Therapist 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


19 
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Gill Memorial Eye, Ear and Throat Hospital 


Announces to the Profession 


THIRTY-FIRST ANNUAL SPRING CONGRESS 
in 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
April 14 through April 19, 1958 


GUEST SPEAKERS 


Davin B. Attman, M.D.__ Atlantic City New Jersey Epwarp W. D. Norton, M.D. New York, New York 
Epwin N. Broyces, M.D. Baltimore, Maryland W. E. Pemsieton, M.D. Richmond, Virginia 
Joun J. Contey, M.D New York, New York Winston H. Price, M.D. Baltimore, Maryland 
GeEorGE CRILE, Jr., M.D . Cleveland, Ohio Donato M. SHAFER, M.D. New York, New York 
Frep W. Dixon, M.D Cleveland, Ohio BENJAMIN H. SHuster, M.D. Philadelphia, Pa 
Leon GotpMan, M.D Cincinnati, Ohio Byron SmitH, M.D New York, New York 
Roscot J. KENNepy, M.D Cleveland, Ohio TapLey, M.D New York, New York 
Perrin H. Lonc, M.D Brooklyn, New York RicHarp C. Troutman, M.D. Brooklyn, New York 
Donatp J. Lyte, M.D Cincinnati, Ohio Henry P. Wacener, M.D. Rochester, Minnesota 
SYLVESTER C. Missat, M.D Cleveland, Ohio James W. Warts, M.D Washington, D. C. 
C. STEWART NasH, M.D Rochester, New York Lorenz E. ZimmMeRMAN, M.D Washington, D. C 


For further information write: 


Superintendent, P.O. Box 1789 Roanoke, Virginia 


Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 


A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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ST. LUKE'S HOSPITAL 


MecGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, MD. WEBSTER P. BARNES, MD. W. HUGHES EVANS, M.D. 
MARGARET NOLTING, MD. JOHN H. REED, JR., M.D. W. H. COX, MD. 

JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, JR., M.D. 

WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. Bronchoscopy 

JOHN B. CATLETT, M.D. 

aD. GEORGE AUSTIN WELCHONS, M.D. 
JOHN BELL WILLIAMS, D.D.s. 

JAMES T. TUCKER, M.D. Urology 
BEVERLEY B. CLARY. M.D. AUSTIN I. DODSON, M.D. STUART J. EISENBERG, M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. Pathology 

$B. ‘ON, JR., MD. AUSTIN I. DODSON, JR., M.D. 
JAMES B. DALTON, JR., M.D USTIN I SON, JR., M oo eels: is 

Ophthalmology, Otolaryngology Pediatrics JOHN L. THORNTON, M.D. 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN. M.D. pe 

Treasurer: RICHARD J. JONES, BS., C.P.A. 
BEVERLY JONES, M.D. 
Free Parking for Patrons oe 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our | | JOHNSTON-WILLIS 
time in educating and 


learning; and our money HOSPITAL 


in good citizens and fine 


RICHMOND, VIRGINIA 

One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


a 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 


John Marshall William Byrd SITUATED IN THE QUIET OF THE 
King Carter pe ae WEST END RESIDENTIAL SECTION 
Richmond Hotels Incorporated | 


cw 


44 Vircinta MeEpicaL MONTHLY 


= 
j 
: 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 
Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care offered a limited number 


of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


STUART CIRCLE HOSPITAL 


413-21 Sruart Circle 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MANFRED CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris PINcKNeEy, M.D. CHARLES R. Rosrns, M.D. 
ALEXANDER G. Brown, III, M.D. CARRINGTON WILLIAMs, M.D. 
JouHn D. CALL, M.D. RroHarp A. MicHavux, M.D. 
WynpHAM B. BLANTON, Jr., M.D. CARRINGTON WILLIAMS, JR., M.D. 
Frank M. Bianton, M.D. Urological S 
JoHN W. M.D. 


FRANK Pore, M.D. 
Obstetrics and Gynecology: l . 
Wm. Durwoop Succes, M.D. D.DS. 
Sporswoop Rosrns, M.D. 
Davin C. Forrest, M.D. Plastic Surgery: 
Hunter S. Jackson, M.D. 


ae Crary. M.D Roentgenology and Radiology: 
James B DALTor Ir. “MD Frep M. Hopces, M.D. 
L. O. SNeap, M.D. 
Pediatrics: Hunter B. FriscHkorn, M.D. 
CHartes P. Mancum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr, M.D. Pathology: 
Ophthalmology, Otolaryngology: James B. Roserts, M.D. 
W. L. Mason, M.D. Physiotherapy: 
Anesthesiology Miss ETHELEEN DALTON 
B. Moncure, M.D. Director: 


HETH OweEN, Jr., M.D. CHaRLes C. HoucH 


Vout. 85, FEBRuaRY, 1958 


AD 
4 
| 
45 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


Wat. Ray GriFFIN, Jr., M.D. Mark A. GriFFIN, Sr., M.D. 
Ropert A. GriFFIN, JR., M.D. Mark A. GriFFIn, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEvILLE, N. C. 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


For the care of surgical, gynecological, urological and medical cases. 


WILLIAM Scott, ddministrator 


For information concerning School of Nursing, address: 


Nettie N. NicHowas, R.N., Superintendent of Nurses 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS 
Dr. GEORGE S. FULTZ, JR. 


Dr. JAMES ASA SHIELD 
Dr. AMELIA G. Woop 


Dr. WEIR M. TUCKER 
Dr. ROBERT K. WILLIAMS 


Sanatorium 


A private psychiatric hospital em- 
REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy. occupational THOMAS F. COATES, M.D., Associate 
AMES K. HALL, JR, M.D., Associc 
and recreational therapy —for nervous 
z CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


f Literature and I iews Sent On Request - P.O. Box 1514 - Phone EL 9-5701 
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Your one-stop direct source for the 


FINEST IN X-RAY 
| apparatus...service... supplies 


DIRECT FACTORY BRANCHES ROANOKE 
115 Albemarle St., S.E. ¢« Dlamond 3-6209 
BALTIMORE 
3012 Greenmount Ave. * HOpkins 7-5340 WASHINGTON, D. C. 
806 15th St., N.W. © EXecutive 3-3600 


NORFOLK 
J 218 Flatiron Bldg. * MAdison 5-0561 RESIDENT REPRESENTATIVE 
RICHMOND LYNCHBURG 
3425 W. Leigh St. ¢ ELgin 9-5059 M. C. TAYLOR, 2455 Rivermont Ave. ¢ Phone 2-6776 


THE tea 4 Hespitat For Rehabilitation Of 
KEELEY ALCOHOLIC 


INSTITUTE 


447 W. Washington St. H. Dovenmuehie, MD: Consultant in Psychiatry 


NORTH CAROLINA 


BECAUSE OF TENSION, MILD DEPRESSION, 
ANXIETY, FEARS—THIS IS AN INDICATION FOR 


(BENACTYZINE HYDROCHLORIDE) 


a psychotropic agent with specific advantages 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


EYE, EAR, NOSE AND THROAT 


A three months combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions ; operative eye, ear, noge and throat on the cadaver: 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refraction ; 
radiology; pathology, bacteriology and embryology: 
physiology; neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Ex- 
amination of patients preoperatively and follow-up post- 
operatively in the wards and clinics. Attendance at 
departmental and general conferences. 


Course for GENERAL PRACTITIONERS 


Four weeks intensive full time instruction covering those 
subjects which are of particular interest to the physician 
in general practice. Fundamentals of the various medical 
and surgical specialties designed as a practical review of 
established procedures and recent advances in medicine 
and surgery. Subjects related to general medicine are 
covered and the surgical departments participate in 
giving fundamental instruction in their specialties. 
Pathology and radiology are included. The class is ex- 


PROCTOLOGY AND 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures ; instruction in examination, diagnosis and treat- 
ment; pathology, radiology, anatomy, operative proctology 
on the cadaver, anesthesiology, witnessing of operations, 
examination of patients preoperatively and postoperatively 
in the wards and clinics; attendance at departmental and 
general conferences. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction 
in pharmacology; physiology; embryology; biochemistry ; 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver: regional and general anesthesia (cadaver); 
sffice gynecology; proctelogical diagnosis; the use of 
the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographie interpretation; der- 
matology and syphilology; neurology; physical medicine; 
continuous instruction in cystoendoscopie diagnosis and 
operative instrumental manipulation; operative surgical 
clinics; demonstrations in the operative instrumental 
management of bladder tumors and other vesical lesions 
as well as endoscopic prostatic resection; attendance at 


pected to attend departmental and general conferences. departmental and general conferences. 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 


RESTORE PERSPECTIVE WITH 
MILDLY ANTIDEPRESSANT 


SUAVITIL. 


Gently, gradually, without euphoric buffering, 
SUAVITIL helps patients recover normal drive and 
helps free them from compulsive fixations. 


RECOMMENDED DOSAGE: 1.0 mg. t.i.d. for two or three 
days. If necessary this dosage may be gradually 
increased to 3 mg. t.i.d. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 


in very special cases " At All 
a very superior brandy... x DEPENDABLE 
specify 
. ~ <> PRESCRIPTION SERVICE 
COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York SERVICE TO PHYSICIANS 


PATTERSONS 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Lynchburg, Va. Martinsville, Va. 
Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 
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TAKE A NEW LOOK AT ALLERGENS 
TAKE A LOOK AT NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5 cc.). 


A. H. ROBINS CO., INC., Richmond 20, Virginia AV litle 
Ethical Pharmaceuticals of Merit Since 1878 P 
*Typical Allergens: Animal Hair and Dander Pollen Molds Bacteria a 

and Viruses + Feathers + Insect Scales - Vegetable Fibers and Seeds > 

Plant Juices - House Dust - Drugs and Chemicals + Minerals and Metals (a tt) 


» 
| | 


is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 erains) 
produced by 
Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 
on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. «Gs 
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For Real Fain ... give relief: 


Aspirin 200 mg. (3 grains) 

Phenacetin . ....150 mg. (212 grains) 1 or 2 tablets. 
Caffeine 30 mg. (1/2 grain) 
Demerol hydrochloride .. 30 mg. (1/2 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Narcotic blank required. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


for your complete insurance needs... 


PROFESSIONAL 
PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 
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BONADOXIN’ 


STOPS MORNING SICKNESS...BUT 


«»» and for a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
vitamins, 8 important minerals. 
Bottles of 100. 


“due to calcium-phosphorus imbalance 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., inc. 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero.'’? 
Is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the na 
full 50 mg. of pyridoxine. 
EACH TABLET CONTAINS: 
MECLIZINE HCI......... 25 mg. 
PYRIDOXINE HCI........ 50 mg. 
Bottles of 25 and 100. 

References: 1. Groskloss, H. H., et al: Clin. 


Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.s 
Minnesota Med. 40:99 (Feb.) 1957. 
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a penetrant emulsion 
for chronic 
constipation 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


permeates the hard, stubborn stool of chronic 
constipation with millions of microscopic 

oil droplets, each encased in a film of Irish moss... 
makes it more movable 


KONDREMUL piain)—Pleasant-tasting and 
non-habit-forming. Contains 55% mineral oil. 
Supplied in bottles of 1 pt. 


KONDREMUL with cascara)—0.66 Gm. nonbitter 
Ext. Cascara per tablespoon. Bottles of 14 fl.oz. 


KONDREMUL with Phenoiphthalein)—0.13 Gm. 
phenolphthalein (2.2 gr.) per tablespoon. Bottles of 1 pt. 


When taken as directed before retiring, KONDREMUL 
does not interfere with absorption of essential nutrients. 


THE E. L. PATCH CO. — sToNEHAM, MASSACHUSETTS 
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FOR EXCEPTIONAL 
The eee CHILDREN 


e Thompson Year round private 
Wa S tn home and school for 
Homestead infants, children and 
adults on pleasant 250 
School acre farm near Char- 
( d t lottesville. 
OO aS e e Write for booklet. 


Mrs. J. Bascom THoMpsoN, Principal 
FREE UNION VIRGINIA 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 11, 1958. 
The examinations will be held in the same 
hotel June 12th to 14th, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary’s 
office on or before May 20, 1958. The Secretary 
of the Board is Dr. K. D. Graves, 631 First 
Street, S. W., Roanoke, Virginia. 


For the 


Discriminating 


ie Eye Physician 
Depend on the Services of a 
Generations of Guild Optician 
skill in the art 

of whisky making 
are reflected 

in the good taste 
of Johnnie Walker 
Scotch. Why not 
try some soon? 
Lynchburg, Virginia 


BORN 1820 
still going strong 


WWarxen A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 
SCOTCH WHISKY 


BLENDED SCOTCH WHISKY, 86.8 PROOF. IMPORTED BY 


e 
CANADA DRY GINGER ALE, INC., NEW YORK, N. Y. Exclusively Optical 
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congestion oral 


In the common cold, nasal allergies, sinus- Each double-dose “timed-release” 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of tablet keeps nasal passages 


symptoms in minutes. Running noses stop, clear for 6 to 8 hours — 

clogged noses open—and stay open for 6 to . Saeed 

8 hours. The patient can breathe again. provides “around-the-clock” 
With topical decongestants, “unfortu- freedom from congestion on 

nately, the period of decongestion is often P 

followed by a phase of secondary reaction just three tablets a day 


during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. .. .”’* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 


*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


firetthe outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


thenm—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Each double-dose “timed-release” TRIAMINIC 
Tablet contains: 


Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate . . . . . . 25mg. 
Pheniraminemaleate. . . . . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 


Also available: Triaminic Syrup, for children and 
in the evening if needed. 


those adults who prefer a liquid medication. 


® 


4 
Tr | d “‘timed-release”’ 
tablets 


running noses.. he, < and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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practice infant feeding 


Standard formulas for NEWBORNS 


Breast feeding is the procedure of choice for 
the newborn. But it may need to be comple- 
mented with standard formulas given here. 


The first feeding, 12 hours after birth, consists 
of a prelacteal solution of 5% Karo Syrup, one 
or two ounces, repeated at two-hour intervals. 
Breast feeding is started on the second day for 
five-minute intervals and the prelacteal feed- 
ing continued immediately thereafter and 
between nursings. 


Formula feeding is given on the second day if 
breast feeding is denied. The small infant 
prefers the three-hour schedule and the large 
infant the four-hour schedule. 


The initial formula is a low-calorie milk mix- 
ture, gradually increased in concentration 
over several day intervals according to toler- 
ance. Standard formulas for whole cow’s milk 
or evaporated milk modified with diluted 
Karo Syrup as shown here, constitute the 
dietary regimen for well newborns. 


First formulas for newborns, 
concentrated according to tolerance 
Evaporated Milk Formulas: 3 oz. q 4h x 6 feedings 
FORMULA | FORMULA Ii FORMULA Ii) 
12.5 cals./oz. 16 cals./oz. 20 cals./oz. 


Evap. Milk .. 402 5 oz. 6 oz. 
14 oz. 13 oz. 12 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


Whole Cow’s Milk Formulas: 3 1/2 oz. q 4h x 6 feedings 
FORMULA FORMULA II FORMULA Ill 
11 cals./oz. 11.5 cals./oz. 13.5 cals./oz. 


Whole Milk. . 8 oz. 9 oz. 10 oz. 
THOR 11 oz. 10 oz. 
Karo Syrup . . 1/2 oz. 3/4 oz. 1 oz. 


ADVANTAGES OF KARO IN INFANT FEEDING 


Composition: Karo is a su- 
perior maltose-dextrin mixture 
because the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no digestion. 


Concentration: Volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 


Purity: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 
much as expensive milk modifiers 
and is available at all food stores. 
Medical Division 
CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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Vol 


help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 


patients rely upon 
¢ 


RAU 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, as well as 
a mild bradycardia. Hence, the work load of the 
heart is reduced. 

“.. often preferred to reserpine in private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


Saquiss 


FEBRUARY, 1958 


help reduce 
the pressures 
ON your 

patients 


DIXIN 


Squibb Whole Root Rauwolfia Serpentina 


Tranquilizing Raudixin helps relax the anxious 
hypertensive patient so that he is better able to 
cope with external pressures without being over- 
whelmed by them. By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle. 

Dosage: Two 100 mg. tablets once daily; may be adjusted 


within range of 50 to 300 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. 


Squibb Quality—the Priceless Ingredient 


‘ | 
: 
if 
MLA 
f 
| 
~ 
390 


USE 


brand 


POLYMYXIN B-—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEOERLE 


A versatile, well-balanced formula capable of modifying TABLETS (sugar coated) Each Tablet contains: 


the course of common upper respiratory infections ... Se Tetracycline 
particularly valuable during respiratory epidemics; when Caffeine 
bacterial complications are likely; when patient's history  Salicylamide 
is positive for recurrent otitis, pulmonary, nephritic, or Bottles of 24 and 100. 
rheumatic involvement. SYRUP (lemon-lime flavored) Each teaspoonful (5 cc.) 
contains: 
ACHROMYCIN® Tetracycline 


Adult dosage for ACHROcIDIN Tablets and new caffeine- equivalent to tetracycline HCI 


free ACHROCIDIN Syrup is two tablets or teaspoonfuls of — Phenavetin, 
syrup three or four times daily. Dosage for children ac- Ascorbic Acid (C) 
‘ Pyrilamine Maleate 
cording to weight and age. 
Propylparaben 
Available on prescription only. Bottle of 4 oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Trademark 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 
Acecomack County --. J. Fred Edmonds, Accomac Dr. J. C. Doughty, Onancock--.____- Quarterly 
Albemarle County ...M. D. Foster, Charlottesville_...Dr. George Spence, 
Alexandria .....--.Eugene R. Grether, Alexandria__.H. Glen Thompson, Alexandria___. Monthly 
Alleghany-Bath Counties ....M. I. Hanna, N. Chucker, Clifton Forge..Bi-Monthly 
Ambherst-Nelson Counties _..-Lyddane Miller, Amherst------_- J. F. Thaxton, Tye River 
Arlington County ._...........Thos. A. MeGavin, Arlington_._Bertram C. Snyder, Arlington--_- 
Augusta County ____- _.B. K. Weems, Waynesboro___. William C. Smith, Waynesboro Quarterly 
Bedford County - _.._._....D. H. Robinson, Bedford O. B. Darden, Bedford Quarterly 
Botetourt County M. S. Stinnett, Buchanan __--- . L. Coffey, Buchanan 
Buchanan-Dickenson Counties -.-Bradley Berry, Grundy J. S. Richardson, Grundy Monthly 
Charlotte County __........_._.Stuart Wilson Tuggle, Keysville. Thomas Watkins, Drakes Branch-.-- 
Culpeper County --------- _.J. Bernard Jones, Culpeper__..James P. Baker, Culpeper Monthly 
Danville-Pittsylvania _ ...--Samuel Newman, Danville Samuel Atkins, Denville Monthly 
Fairfax County -.------- -Thomas E. Haggerty, 
Falls Church -...............Andrew Tessitore, Vienna Monthly 
Fauquier County ..._.Evan H. Ashby, Jr., Remingten_ James L. Dellinger, Warrenton Monthly 
Floyd County ......J3. C. Rutrough, Willis F. C. Bedsaul, Floyd 
Pout® District ........... _.Robert Keeling, Petersburg_...Clyde W. Vick, Jr., Petersburg--___ Five times a year 
Fredericksburg T. S. Lloyd, Jr., Fredericksburg. W. T. Liddle, Fredericksburg_ Monthly 
Halifax County -- ; _ William R. Watkins, 
South Boston John R. Frierson, Jr., South Boston_ Quarterly 
Hanover County . _John D. Hamner, Jr., Ashland__Claude K. Kelly, Mechanicsville__..October 
Hampton am ...Frank Kearney, Phoebus_-_-____- Helen Dorsey, Hampton Quarterly 
Hopewell . aa . P. Moore, Jr., Hopewell W. P. Youngblood, Hopewell__----- Monthly 
James River a Russell Snead, Columbia J. H. Yeatman, Fork Union-- Quarterly 
Lee County icone . : H. A. Kinser, Pennington Gap Quarterly 
Loudoun County - ae _.John D. Wynkoop, Leesburg__.- Robert A. Orr, Leesburg Monthly 
Louisa County Griffith B. Daniel, Louisa___._..A. R. Southall, Louisa Only call meetings 
Lynchburg -- J. E. Haynesworth, Lynchburg_._Lewis F. Somers, Lynchburg-.----_- Monthly 
Medical Society of Virginia__..H. C. Bates, Jr., Arlington R. I. Howard, Richmond Richmond, October 12-15, 1958 
A. W. Lewis, Jr., Ay M. H. Harris, West ,- -- Quarterly 
Norfolk County James F. Waddill, Norfolk_.__._John S. Thiemeyer, Jr., Norfolk_.._.Semi-Monthly 
Northampton County - ...H. L. Denoon, Jr., Nassawadox_John R. Freeman, Cape Charles__--Quarterly 
Northern Neck . ..Horace Kerr, Colonial Beach__..M. B. Lamberth, Kilmarnock Quarterly 
Northern Virginia -__- M. J. W. White, Luray Dennis P. McCarty, Front Royal__.- Three times a year 
Orange County --....__._..._._._.David H. Miller, Orange J. G. Bruce, Jr., Gordonsville Call Meetings 
Patrick-Henry Counties .-..___._Lester A. Faudree, Bassett Quarterly 
Portsmouth -- M. Cox, C. Glynn, Jr., Monthly 
Princess Anne County__._._.__.Herbert Swertfeger, Va. Beach_Julian A. White, Virginia Beach_-. Monthly 
Richmond _....Webster Barnes, Richmond Patty R. Boatwright, Richmond ----Semi-Monthly 
Roanoke - .---David S. Garner, Roanoke______ Peter A. Wallenborn, Jr., Roanoke__ Monthly 
Rockingham County ‘ George Nipe, Harrisonburg Catherine Craun, Harrisonburg----Quarterly 
Rockbridge County ________.__.. Brooke B. Mallory, Lexington_._O. Hunter McClung, Lexington____ Monthly 
Russell County ---......-._.... Robert F. Gillespie, Lebanon____W. A. Davis, — 
Seott County __--- ..------..W. L. Griggs, Jr., Gate City___.G. C. Honeycutt, Jr., Gate City.__.Monthly 
Smyth County O. O. Smith, Jr., Marion R. D. Campbell, Saltville Quarterly 
Southwestern Virginia ...-Reverdy H. Jones, Jr., Roanoke_William S. Credle, Bristol, Tenn... Semi-annually 
Tazewell County ____________-._J. W. Fullerton, Tazewell___.___D. A. Cunningham, Richlands Quarterly 
Tri-County -__- = .---M. M. Bray, Suffolk . E. Rawls, Jr., Suffolk Quarterly 
Tri-State __.._- .-.John K. Webb, Greenville, S. C._R. B. Davis, Greensboro, N. C February 
Va. Acad. Gen. Practice_-_--_--- Malcolm H. Harris, West Point_R. G. McAllister, Richmond__------ May 8-11 
Va. Chap. Amer. Col. Phys.___- Edward S. Ray, Richmond Charles G. Pearson, Charlottesville__October 
Va. Sec. Amer. Col. Chest Phys..T. Dewey Davis, Richmond William H. Harris, Jr., Richmond_- March 1 
Va. Diabetes Assoc......___.__._.Robert C. Crawford, Roanoke__ Robert S. Hutcheson, Roanoke--__-- May 
Va. Ob-Gyn. Soc.-_- ..------Paige E. Thornhill, Norfolk__._._Brock D. Jones, Jr., Norfolk Semi-annually 
Va. Orthopedic Soc._ ‘ ..J. H. Allan, Charlottesville R. H. Fisher, Roanoke -Spring 
Va. Pediatric Soc.__..._.__.._....A. Page Booker, Charlottesville. Robert H. Cox, Jr., Lynchburg--___-Semi-annually 
Va. Peninsula Soc.__--__ J. Legg, Warwick . H. Inloes, Jr., Hampton -- except June, July 
Aug. 
Va. Neuropsychiatric Soc._ .-Thomas F. Coates, Richmond_.__W. D. Buxton, April & October 
Va. Radiologica! Soc.__--_ ..Wm. H. Whitmore, Norfolk_.___Frank Kearney, Phoebus Semi-annually 
Va. Soc. Anesthesiology -Wm. B. Moncure, Richmond__.._Campbell Harris, Jr., Richmond____Semi-annually 
Va. Soc. of O. L. & O.__- Emanuel U. Wallerstein, 
-Maynard P. Smith, Richmond October 
Va. Soc. of Pathology _FKarl Menk, Staunton George J. Carroll, Suffolk 3 times a year 
Va. Surgical Soc.__--- Guy W. Horsley, Richmond_-___ Robert Payne, Jr., Norfolk October 
Va. Urological Soc.- Richard Lowe, N. Buck, Jr., Lynchburg-_-_-- October 
Warwick-Newport News I. Floyd Nesbitt, Warwick John Q. Hatten, Newport News-_-_. Monthly 
Williamsburg-James City -Linwood Farley, Williamsburg_B. E. Roebuck, Williamsburg____..Monthly except for June, July 
& Aug. 
Wwe County ..<....... ...John H. Dellinger, Norton Gordon E. Shull, Big Stone Gap___. Every other month 
except Aug. 
Wythe-Bland _____- ---P. C. Hendrix, C. Lanz, Monthly 
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Sweet dreams, form a shade 
O’er my lovely infant’s head 
Sweet dreams, pleasant dreams 


Happy, sleepy time for bed. 


© MEAD JOHNSON & COMPANY 


You can specify AIM) with confidence 


® 


Pablum High Protein Cereal was longer night periods. Babies also relish 
created to help meet baby’s protein Pablum Mixed Cereal, Rice Cereal, 
needs during the first year of growth. Barley Cereal and Oatmeal ... 

It is 35% protein, a level much higher the baby cereals made to pharma- 
than in many foods known for high ceutical standards of quality —espe- 
protein content. It satisfies baby’s cially processed for extra smoothness 
hunger for longer periods of time— and lasting freshness. 


Dba, Drodusta DIVISION OF MEAD JOHNSON & CO., EVANSVILLE, INDIANA © MANUFACTURERS OF NUTRITIONAL AND PHARMACEUTICAL PROOUCTS. 
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unprecedented 
Sulfa 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier.' Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEX 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 


now... 


therapy 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 
The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14 of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 


Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 


Syrup: 


Each teaspoonful (5 cc.) of caramel-flavored syrup contains 
250 mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 
TO YOU ARE YOU WITH— 
COMPLETE LIABILITY INSURANCE 


RELEASE OF CAPITAL p | I ) M () N T of, 100,000/300,000 


Bodily Injury and 


New Automobiles , 50,000 for Property 
Any Make PLAN Damage 


No Worries Over 


FOR THE 


MEDICAL 


Repairs 


License Fees PROFESSION If Your Cor 


EXCLUSIVELY 


Battery Replacements 


All Repairs, Tire & 
Tire Replacements For Most of You, All Battery Replacement Are 


This Is 100% Tax Deductable 
Inspection Registration Purchased In Your 


Fees Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 


G. B. Griffith, President 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 
they usually take about 

80 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


CLINICAL What is it... 
COLLOQUY 


how fast does it act? 


It’s Percodan*—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan‘ is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


®U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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a Major Breakthrough 
in EDEMA— 
in HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA-—'DIURIL' is an entirely new, orally effec- 
tive, nonmercurial diuretic—classed as the most 
potent and most consistently effective oral agent avail- 
able—with activity equivalent to that of the parenteral 
mercurials. It has no known contraindications. 


Indications: Any indication for diuresis is an indica- 
tion for 'DIURIL'. 


Dosage: One or two 500 mg. tablets of 'DIURIL' once 
or twice a day. 


HYPERTENSION—'DIURIL' improves and sim- 
plifies the management of hypertension: it potentiates 
the action of antihypertensive agents and often 
reduces dosage requirements for such agents below 
the level of distressing side effects. 


Indications: Hypertension of any degree of severity. 


Dosage: One 250 mg. tablet 'DIURIL' two times 
daily to one 500 mg. tablet 'DIURIL' three times daily. 


Supplied: 250 mg. and 500 mg. scored tablets 
"DIURIL' (Chiorothiazide), bottles of 100 and 1,000. 


‘DIURIL' is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadeiphia 1, Pa. 


Vircinta Mepicat 
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A few suggestions on how to give 


your patient a diet he can “stick-to”— 


The Low 
Sodium Diet 


Here are some things your patient can do 
to season his Low Sodium Diet. Spices and 
herbs, lemon and lime, variously flavored vine- 
gars and some pepper are all he needs. 

Thyme, marjoram and pepper add zest to 
hamburger. Chicken’s delicious with lemon, 
rosemary and sweet butter to baste. He can 
try sweet butter with nutmeg on green beans, 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17,N.¥. 
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—and a glass of 
beer, with your 
consent for a 
morale-booster 


savory on limas, tarragon with carrots, basil 
with tomatoes. Onions boiled with whole clove 
and thyme delight the taste of an epicure! 

With these flavor tricks to add zest to his 
meals—and a glass of beer* now and then, at 
your discretion, your patient has a diet that’s 
both good tasting and good for him. 


Beers) 
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y the new 
mixed-Sulfas Suspension 
/ designed for 
/ older children 
and adults 


Providing the same advantages as its companion 

honey-sulfa suspensions, Honey-Diazine and Honev- 

Trisulfas, H.T.S. is prepared with pure clover 

honey—mint green in color . . . and taste appealing 
. designed for adults and older children 


With H.T.S. Suspension, peak blood levels are 
reached rapidly and are sustained over a long 
period of time, insuring maintenance of therapeutic 
levels upon routine administration 


Each 5 cc. teaspoonful of H.T.S. contains 0.5 gram 
of the meth-dia-mer sulfonamides, providing a 
pleasant, economical product that is highly effective 
in the treatment and prophylaxis of most staphy- 
lococcic, pneumococcic, hemolytic streptococcic, 
‘neningococcic and gonococcic infections. 


2959 


CLINICAL SAMPLES GLADLY SENT UPON REQUEST 
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“Since we put himon NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 


oral 
organomercurial 


diuretic E © H YD N 


BRAND OF CHLORMERODRIN 
LAKESIDE 


TABLET 


VIRGINIA MepicAL MONTHLY 
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**,.-alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 
taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


Rauwiloid 


(alseroxylon, 2 mg.) 


for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid 
olseroxylon | mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethoniun 
alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 
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To prevent emotional upsets in cardiovascular conditions 


‘Compazine’, by controlling anxiety and 
tension, can prevent the emotional upsets 

that so often play an exacerbating role : ~ 
in cardiovascular conditions. 


And, ‘Compazine’ can be depended upon 
to have little, if any, hypotensive effect. 


Compazine 


the tranquilizing agent remarkable 
for its freedom from drowsiness and 


depressing effect 


Available: Tablets, Ampuls, Multiple dose 
vials, Spansule“ sustained release capsules, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F, 
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